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mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 
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Sications  in  providing 
Librium®  (chlordiaz- 
it  antisecretory  and 

Erzan®  (clidinium  Br)  for 
^wel  syndrome*  and 


Librax'* 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2 5 mg  clidinium  Br 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows; 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows 

"Possibly"  effective  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis 
Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  FICI  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g , operating 
machinery,  driving)  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium' 
(chlordiazepoxide  FICI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression,  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  FICI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances 
Also  encountered  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms. increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 
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Malpractice:  Us  Or  Then 


‘The  Slings  and  i 


Nobody  can  be  sure  when  the  malpractice 
crisis  of  the  last  quarter  of  the  20th  century 
really  began.  But  it  may  have  had  its  roots  in 
tlie  15th  century,  wlien  Gutenberg  invented 
the  printing  press  and  the  marvels  of  medicine 
began  to  be  broadcast  to  the  masses. 

The  physician  who  attended  the  warriors  of 
that  age,  whose  injuries  are  depicted  in  this 
1517  woodcut,  had  little  to  fear  from  suits  by 
disgruntled  patients,  who  were  lucky  enough 
to  survive  at  all. 

If  a physician  of  centuries  ago  cauterized  an 
iUTow  wound,  the  patient  understood  his 
chances  were  slim.  The  doctor  was  not  a 
guarantor  of  good  results  when  he  relieved  a 
depressed  head  wound,  or  managed  a fracture. 

But  as  the  centuries  passed  and  medical 
miracles  increased  in  number,  patients  began 
to  expect  more  and  more.  They  began  to 
expect  and  even  demand  miracles  every  time. 

The  image  of  the  physician  as  infallible,  or 
expected  to  be,  was  the  creation  not  so  much 
of  doctors  themselves  as  of  the  popular  press. 

Thus  the  Hood  of  words  in  the  cheap,  mass 
produced  literature  of  the  20th  century  (and, 
later,  television)  began  to  place  the  doctor 
under  a burden  to  deliver  without  tail, 
regardless  of  the  extent  of  the  injury  or 
illness. 

All  the  while,  a parallel  evolution  occurred  in 
law.  The  old  common  law  doctrine  of  caveat 
cm/) tor  (“let  the  buyer  beware,”  placing  the 
burden  on  the  consumer  to  shop  wisely) 
began  to  be  eroded.  Since  the  turn  of  this  ! 
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jA^rrows  of  Outrageous  Fortune...’ 


century,  there  has  been  a gradual  shil't— in 
fact,  a reversal  from  caveat  emptor  to  caveat 
fabricator— from  “let  the  buyer  beware"  to 
“let  the  maker  beware,"  in  the  words  of  a 
leading  consumer  magazine  for  July  1978. 

Product  safety  suits  have  proliferated  in  the 
last  decade,  simultaneously  with  the  malprac- 
tice suit  phenomenon  and  predicted  on  much 
the  same  reasoning  the  maker,  or  vendor,  or 
provider,  was  under  a new  burden  to  guar- 
antee good  results. 

Huge  verdicts  resulted  and  underwriters  pan- 
icked. Malpractice  insurers  quit  entirely.  But 
the  ill  wind  blew  good,  as  physician-owned 
insurance  companies  were  formed  over  the 
country.  By  sheer  necessity,  physicians  were 
forced  to  do  what,  some  argue,  they  should 
have  been  doing  all  along  insuring  their 
profession,  even  as  they  controlled  and  disci- 
plined it. 

Taken  against  the  background  of  other  threats 
to  medicine,  it  became  literally  us  or  them, 
and  remains  so.  Mutual  Assurance  Society  of 
Alabama,  formed  two  years  ago  to  meet  the 
emergency,  may  well  be  the  best  in  the 
country,  the  most  efficiently  run  and  ec- 
onomically managed.  By  every  outside  assess- 
ment, it  is  a viable,  permanent  structure. 

Soon  you  will  be  receiving  an  important 
communication  from  officials  of  the  Associa- 
tion. It  will  be  identified  by  a 
color  reproduction  of  the  “us 
or  them”  cover  of  this  Jour- 
nal. Take  time  to  read  it  and 
urge  your  colleagues  to  do  the 
same.  □ 
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J^BOUT  THE  COVER 

When  Gutenburg  made  the  printing  press  a reality  in  the  15th 
century  with  his  invention  of  moveable  type,  medical  books 
were  among  the  first  to  be  printed.  The  cover  is  a woodcut 
from  the  work,  Fckltbuck  dcr  Wiimltartzucy , by  Hans  von 
Gersdoff,  published  in  Strassburg  in  1517.  It  is  from  the 
incunabula  of  medicine  at  the  Reynolds  Historical  Library, 
Birmingham.  The  woodcut  is  known  to  bibliophiles  as  the 
"wounded  man,"  but  seems  also  to  aply  to  the  harassed, 
hounded  and  hectored  position  of  U.S.  physicians  today  in 
the  last  quarter  of  the  20th  Century,  giving  rise  to  colloquial 
renaming  of  it  as  "us  or  them." 
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ani  and  pruritus  vulvae. 
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further  investigation. 

CONTRAINDICATIONS:  Virol  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
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WARNINGS:  Because  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  lorge  amounts  of  this  product 
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tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  established; 
therefore,  do  not  use  extensively  on  pregnant  patients,  in  large 
amounts,  or  for  prolonged  periods. 
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medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  burn- 
ing sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  infec- 
tion, skin  atrophy,  strioe,  miliaria,  hypertrichosis,  acneform  eruptions, 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivity  to  a 
particular  dressing  material  or  adhesive  may  occur  occasionally.  Oto- 
toxicity and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  Is  also  avail- 
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PRESIDENT'S  MESSAGE 


Push  Gomes  To  Shove 


Hiliary  H.  Henderson,  Jr.,  M.D. 

President 

Everywhere  you  look  these  days  there  are  more  and  more  signs  that  physicians  must 
become  involved  if  they  are  to  have  a chance  to  save  their  profession. 

There  are  more  federal  proposals  now  than  in  the  last  two  years.  Among  these,  for 
example,  is  a U.S.  Senate  bill  relating  to  health  planning  that  would  require  a 
certificate  of  need  for  major  purchases  for  doctors'  offices.  Major  purchases  are  now 
defined  as  those  in  excess  of  $150,000. 

A proposed  modification  to  that  bill,  the  Huddleston-Hatch  Amendment,  would 
have  made  the  CON  requirement  for  physicians'  offices  optional  with  the  states.  As 
you  know,  CON  is  really  a government  permit  to  buy  something. 

MASA  wired  Senators  John  Sparkman  and  Maryan  Allen  for  their  support  for  the 
amendment,  with  Sen.  Allen  responding  by  joining  as  co-sponsor  of  the  amendment.  It 
was  narrowly  defeated,  47  - 45,  July  27,  when  the  Senate  passed  S 2410,  which 
extends  CON  to  doctors'  offices.  At  this  writing,  the  House  had  not  acted. 

In  St.  Louis  in  June,  the  House  of  Delegates  had  before  it  48  recommendations  by 
the  Nationa'  Commission  on  the  Cost  of  Medical  Care.  The  Commission  had  said  in 
Recommendation  19  that  certificates  of  need  should  be  extended  to  doctors'  offices. 

The  House  of  Delegates  refused  to  endorse  this  recommendation,  reaffirming 
opposition,  at  all  levels  of  government,  to  extension  of  CON  to  private  physicians' 
offices. 

We  are  not  out  of  the  woods  on  this  matter  yet,  and  the  forests  ahead  of  us  are 
thick  and  dark.  That  is  one  reason,  among  many,  that  Alabama  physicians  should  plan 
now  to  attend  MASA's  annual  Washington  meeting  with  the  Alabama  congressional 
delegation  Feb.  4,  1979. 

The  first  of  those  meetings  early  this  year  was  enthusiastically  acclaimed  by  the 
Alabama  doctors  who  made  the  trip,  their  wives,  the  Congressmen  who  joined  us,  and 
AMA's  Washington  lobbyists,  who  said  it  was  the  most  effective  contact  physicians 
could  achieve,  and  the  best  ever  produced  by  any  state. 

If  congressmen  don't  hear  from  physicians  back  in  their  home  districts,  then  the 
only  voices  they  do  hear  are  those  of  HEW  lobbyists,  health  planners  and  others 
committed  to  an  ever  increasing  role  of  government  in  medicine. 

Plan  now  to  make  the  Washington  trip.  After  that,  you  may  be  sure  that  when  an 
Alabama  congressman  is  faced  with  health  legislation  and  at  a loss  for  a position  that 
truly  reflects  the  opinions  of  his  constituents,  he  will  pick  up  the  phone  and  call  one  of 
you.  And  that  is  what  politics  is  all  about. 
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Hospital  Bed  Numbers  Game 

In  the  flood  of  mail  doctors  get,  junk  mail  as  well  as 
important  mail,  it's  easy  enough  to  overlook  what  may  be  a 
vital  communication. 

I am  referring  here  to  inquiries  that  may  well  determine, 
in  how  they  are  answered,  the  number  of  hospital  beds  left 
intact  in  your  community. 

As  you  know,  the  four  horsemen  of  national  standards, 
appropriateness  review,  de-certification  and  statutory  au- 
thority (if  it  comes,  as  it  may)  are  threatening  to  run 
roughshod  over  hospitals  in  this  and  other  states. 

It  has  been  estimated  by  the  state's  outstanding  authori- 
ty on  the  subject,  (The  Alabama  M.D.,  July  20)  that 
arbitrary  federal  formulae  could  result  in  a loss  of  1,260  to 
1,620  hospital  beds  in  the  state's  most  populous  county. 
Losses  elsewhere  would  presumably  be  in  proportion. 

The  most  important  single  category  of  legitimate  defen- 
sive maneuver  against  capricious  bed  closings  is  "patient 
origin  data."  This  is  a mechanism  by  which  hospitals  may 
dilute  the  inflexible  4 beds  per  1,000  population  standard. 

It  is  known  as  an  "exceptional  circumstance"  for  referral 
hospitals,  for  the  obvious  reason  that  if  they  get  patients 
from  outside  their  geographic  area,  allowances  must  be 
made  for  that  circumstance. 

Patient  origin  data  will  allow  the  HSAs  and  the  State 
Health  Planning  and  Development  Agencies  to  deduct  from 
the  straight  population  ratio  calculation  to  determine  the 
application  of  the  national  standards. 

Utilization  by  persons  outside  the  health  service  agency 
may  thus  offset,  massively  in  some  cases,  the  strict 
bed/population  standard. 

Unless  this  and  other  defenses  are  used,  the  programs 
expected  in  1979  to  reduce  the  number  of  beds  will  have 
heavy  impact  in  some  areas. 

By  all  means,  Alabama  physicians  should  alert  their 
hospital  administrators  and  chiefs  of  staffs  to  the  peril  and 
this  way  to  meet  it. 

Admittedly,  federal  regulations  are  infuriating  when  they 
are  not  simply  mind-boggling.  But  when  the  die  is  cast,  we 
have  to  play  it  their  way  to  lose  out  entirely.  If  there  are 
any  questions,  or  if  I can  help  in  any  other  way,  please  feel 
free  to  call  or  write. 

If  I don't  have  the  answer.  I'll  get  it. 

It  is  impossible  to  overstate  the  importance  of  this  to 
Alabama  hospitals  and,  by  logical  extension,  to  doctors 
who  practice  in  them.  From  what  I've  heard,  time  is  of  the 
essence. 


S.  Lon  Conner 


8 


JOURNAL  OF  THF.  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


JULY  1978 


Tolinase 

tolazamiderUpjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


© 1977  the  UPJOHN  cot 


By  E.  VERNON  STABLER,  M.D. 


Cabbot,  in  his  famous  annual  open 
forum  for  students  being  always  asked. 
How  do  we  get  started  to  build  a 
practice?  Reflecting  the  thoughts  of 
the  doctor  of  that  age,  the  safe  answer 
was  always  the  same  — "Dedication  to 
your  first  patient." 

Everyone  will  get  his  first  patient 
and  the  next  will  surely  follow  if  you 
are  dedicated.  This  type  concern  has 
now  given  way  to  the  modern  era 
when  the  young  doctor  is  sought, 
usually  eagerly,  at  a price  consistent 
with  high  income. 


Dr.  Stabler’s 
Advice  To 
Young 
Physicians 

No  one  really  wants  to  take  advice- 
most  feel  that  they  can  give  it  on  any 
given  occasion.  Perhaps  the  first  pre- 
requisite to  giving  advice,  or  assuming 
you  are  qualified  for  such  a position,  is 
age.  I believe  that  is  the  only  qualifica- 
tion I have  for  this  role. 

Nevertheless,  certain  facts  of  life 
keep  recurring  in  our  profession  with  a 
consistency  that  suggests  a few  words 
of  enlightenment  and  warning  are  in 
order. 

Each  one  of  us  is  well  aware  of  the 
changes  and  pressures  and  intensities 
that  confront  the  beginning  practi- 
tioner today. 

Gone  are  the  days  of  having  to  build 
a practice.  Gone  are  the  times  when  a 
starting  doctor  and  his  family  had  to 
go  1,  2,  or  even  3 years  to  attain 
middle  class  living  income. 

I will  recall  nearly  60  years  ago 
having  the  great  Harvard  diagnostician 
and  student  counselor.  Dr.  Richard 


Problems  Ahead 

This  new  sophistication  has  always 
brought  problems,  as  well  as  some  of 
the  nicer  things  of  life.  For  example, 
the  very  limited  fields  of  practice  and 
scarcity  of  doctors.  The  problems 
spotlight  specifically  the  scarcity  of 
doctors  willing  to  do  general  practice, 
or  to  work  weekends,  or  long  hours, 
or  give  up  any  time  off,  or  to  be 
contained  in  these  routines,  or  subject 
to  emergency  activities.  Thus,  we  have 
created  an  atmosphere  at  least  far 
different  from  that  of  the  years  past. 
As  a consequence,  there  is  often  the 
loss  of  the  personal  relationship  with 
the  patient  — and  the  advent  of  the 
use  of  gadgets,  tests,  expertise,  etc., 
etc.,  to,  at  times,  cover  up  the  more 
demanding,  thorough,  active  investiga- 
tion that  often  brings  us  to  a more 
responsive,  less  distant,  and  closer 
diagnostic  contact. 

So,  it  follows  that  we  may  have 
more  and  more  malpractice  litigation 
and,  with  it  all,  more  willingness  on 
the  part  of  the  patient  to  criticize  and 
blame  the  numerous  and  various  doc- 
tors who  have  become  only  "a  spe- 
cialist" rather  than  a person  or  confi- 
dant. Often  the  doctor  is  no  longer  a 
friend  — as  well  as,  or  in  place  of  — a 
dispenser  of  scientific  thought,  knowl- 
edge and  action. 

Perhaps  some  of  this  is  basic  cause 
for  what  I am  to  say  now.  As  you  are 
assembled  here  today  representing  this 


Presented  at  the  1 1 7th  Annual  Session  of  the  Medieal  Assoeiation 
of  the  State  of  Alaha)na  in  /Iiintsrille,  Alabama,  April  1978. 


year's  new  class  — the  new  influx  of 
doctors  at  your  first  orientation  ses- 
sion — I venture  to  say  not  a one  of 
you  would  for  a fraction  of  time 
consider  yourself  as  a potential  drug 
problem,  as  an  alcoholic,  as  a definite 
malpractitioner,  as  an  abuser,  even  yes, 
as  a participant  in  a criminal  act. 

Yet,  I can  tell  you  that  unless  your 
group,  statistically  speaking,  is  far 
superior  to  the  norm,  with  these  esti- 
mates based  on  cases  we  have  handled, 
19  of  you  will  have  an  alcoholic 
problem  of  sufficient  degree  to  ad- 
versely affect  in  some  way  your  pro- 
fession and/or  your  patients.  Eight  of 
you  will  have  this  problem  to  such  a 
degree  that  you  will  come  before  some 
one  of  the  governing  boards  for  dis- 
ciplinary action.  Twenty  of  you  will 
have  disciplinary  action  initiated 
against  you  following  ingestigation  by 
State  Medical  Governing  bodies. 

Eighteen  of  you  will  have  a known 
drug  problem  of  varying  degree.  This 
problem  will  cause  11  of  you  to  face 
disciplinary  action  by  some  of  the 
medical  governing  bodies,  even  to  the 
extent  of  revocation  of  license  for  five 
of  you.  Eight  of  you  will  have  some 
form  of  limitation  put  on  your  license 
to  dispense  drugs  legally.  It  is  esti- 
mated that  seven  of  you  will  be 
involved  with  some  illegal  or  criminal 
act  in  relation  to  your  profession  and 
three  of  you  will  get  criminal  con- 
victions. Two  of  you  will  voluntarily 
surrender  your  license  or  certificate  of 
qualification  for  just  cause. 

Less  seriously,  it  is  estimated,  27%  o 
you  will  be  hampered  physically  by 
overweight  in  some  form,  causing 
hypertension,  cardiac  damage,  and/or 
various  physical  impediments.  If  you 
have  paid  any  attention  to  these 
figures,  you  may  now  be  wondering 
which  of  you  will  be  the  one  — none 
of  you  will  assume  that  you  yourself 
will  be  so  involved. 

Sitting  In  Judgment 

I was  privileged  to  sit  on  our  State 
Medical  Board  of  Censors  for  three 
years. 

It  was  a rewarding  and  challenging 

CONTINUED  ON  PAGE  18 
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dmelidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 


SKGF  LAB  CO. 
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Important  data  on  the  pain  of  acute  cystitis: 

In  B7%  of  patients 
studied  [303  of  349], 

Hzo  GantanoT  reduced 
pain  andPr  burning 
within  24  hours^ 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually  £.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  “moderate  to 
severe,”  Azo  Gantanol  therapy  re- 
sulted in  improvement  within 
hours. 


hrs 


Fast  pain  relief  plus  effective  antibacterial  action 

Rzo  Gantanar 

Each  tablet  containsO.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complete  proc 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organism 
(usually  £.  coli,  Klebsiella-Aerobacter,  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of  : 
obstructive  uropathy  or  foreign  bodies.  Note:  Car 
fully  coordinate rn  vitro  sulfonamide  sensitivity  I 
tests  with  bacteriologic  and  clinical  response;  ad  i 
aminobenzoic  acid  to  follow-up  culture  media.  Tm 
increasing  frequency  of  resistant  organisms  limit 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  an  ■ 
during  nursing  period;  because  Azo  Gantanol  co"  i 
tains  phenazopyridine  hydrochloride  it  iscontrai' 
dicated  in  glomerulonephritis,  severe  hepatitis,  ! 
uremia,  and  pyelonephritis  of  pregnancy  with  G : j 
disturbances.  | 

Warnings:  Safety  during  pregnancy  not  establish! 
Deaths  from  hypersensitivity  reactions,  agranuloc  j 
tosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore  j 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in-  i 
dicate  serious  blood  disorders.  Frequent  CBC  anc  j 
urinalysis  with  microscopic  examination  are  rec-  | 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and  ' 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens- Johnson  syndrome,  epidermal  necrolysis 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myocarditis) 
G.l.  reactions  (nausea,  emesis,  abdominal  pains 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis- 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo- 
glycernic  agents,  sulfonamides  have  caused  rare  | 
instances  of  goiter  production,  diuresis  and  hypo  j 
glycemia.  Cross-sensitivity  with  these  agents  ma>  | 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-re 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied:  Tablets,  red,  film-coated,  each  contain 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 

<X  Roche  Laboratories  | 

ROCHE  ^ Division  of  Hoffmann-La  Roche  Ini] 
X Nutley,  New  Jersey  071 10  | 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


Time  is  the  test  of  all  things 


BRIEF  SUMMARY 

Indications  Oral  potassium  therapy  for  the  prevention  and  treatment  of 
hypokalemia  which  may  occur  secondary  to  diuretic  or  corticosteroid 
administration.  May  be  used  in  the  treatment  of  cardiac  arrhythmias  due 
to  digitalis  intoxication. 

Contraindications  Severe  renal  impairment  with  oliguria  or  azotemia, 
untreated  Addison's  disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia  from  any  cause. 
Precautions:  Potassium  intoxication  by  oral  administration 
rarely  occurs  in  patients  with  normal  kidney  function,  however, 
potassium  supplements  must  be  administered  with  caution, 
since  the  amount  of  the  deficiency  or  daily  dosage  is  not 
accurately  known.  Frequent  checks  of  the  clinical  status  of 
the  patient,  and  periodic  ECG  and.'or  serum  potassium 
levels  should  be  made.  High  serum  concentrations  of 
potassium  ion  may  cause  death  through  cardiac 
depression,  arrhythmias  or  arrest.  This  drug  should 
be  used  with  caution  in  the  presence  of  cardiac 
disease. 

In  hypokalemic  states,  especially  in  pa- 
tients on  a low-salt  diet,  hypochloremic 
alkalosis  is  a possibility  that  may  require 
chloride  as  well  as  potassium 
supplementation 

Adverse  Reactions:  Nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 
have  been  reported  The  most  se- 
vere adverse  effect  is  hyper- 
kalemia 

Overdosage:  Potassium  intoxica- 
tion may  result  from  overdosage 
of  potassium  or  from  therapeutic 
dosage  in  conditions  stated  under 
'Contraindications’  Hyperkale- 
mia, when  detected,  must  be 
treated  immediately  because  le- 
thal levels  can  be  reached  in  a few 
hours 


Kaon  Elixir 

(potassium  qluconate) 

20  mEq  per  15  ml 
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The  Need  For  A Praetiee  Management 
Course  In  Resideney  Programs 

Suggested  Prognini  (anitent 


Bv  J.  THOMAS  MARTIN 

Business  Manager,  Di\  ision  of  Perinatal  Medicine, 
Department  of  Pediatrics,  University  of  Alabama  in  Birmingham 


Preliminary  Philosophical  & Promotional  Notes 
By  George  D.  Getting,  Ed.D.,  Director  of  Education 
Mr.  Martin's  concern  about  the  lack  of  practice  management  education  in  residency  training  programs  in  the 
following  article  is  equally  shared  by  the  MASA  Education  Department.  Recently,  I had  the  opportunity  to 
discuss  this  problem  with  the  directors  of  most  of  the  residency  programs  in  Alabama  while  setting  up  a special 
AMA-MASA  workshop.  AH  agreed  that  there  was  a need  to  provide  this  practice  management  education; 
however,  / discovered  there  were  great  differences  in  the  amount  of  education  actually  provided  to  residents.  It 
covered  a whole  spectrum— from  none  to  a one  shot  half-day  session  to  a comprehensive  program  fully  integrated 
into  the  residency  curriculum. 

To  help  fill  the  gap,  we  are  annually  scheduling  a special  AMA-MASA  workshop  on  "Starting  Your  Practice." 
This  two-day  program  provides  much  useful  information  on  the  business  side  of  a medical  practice.  Our  1978 
workshop  was  recently  held  in  Birmingham  with  a "full  house"  in  attendance.  An  interesting  note  on 
attendees— several  were  not  "rookies"  about  to  enter  practice  but  had  been  in  practice  for  a number  of  years;  in 
one  case,  for  many  years.  They  felt  a great  need  for  this  kind  of  information. 

In  addition  to  this  workshop,  we  are  planning  an  annual  "M.D.  Retreat"  on  that  dead  weekend  in  November 
when  Auburn  and  Alabama  are  resting  and  licking  their  wounds  before  the  Iron  Bow!  contest.  This  retreat  will 
focus  on  some  special  practice  management  topic  of  interest  to  both  the  physician  and  spouse.  Last  year  the  topic 
was  "Negotiation. " This  year's  workshop  (Nov.  18- 19)  will  focus  on  "Enhancing  Your  Financial  Skills. " 

The  Education  Department  spends  considerable  time  developing  and  presenting  practice  management 
workshops— probably  more  than  I have  noted  in  most  other  state  societies.  This  is  done  because  we  feel  that  a 
well  run  office,  using  effective  practice  management  techniques,  will  help  to  prevent  the  physician  from  getting 
bogged  down  in  office  problems  and  allow  him  more  time  to  do  what  he  has  been  trained  to  do. 


Most  residency  programs  are  deficient  in  a major  area  of 
significant  importance  to  a new  physician— they  fail  to 
provide  education  in  practice  management. 

In  my  job  as  a medical  management  consultant,  this  fact 
has  become  increasingly  apparent  through  my  work  with 
physicians.  It  is  essential  in  practicing  the  healing  arts  that  a 
physician  be  able  to  manage  his  practice  so  as  to  keep  it 
fiscally  healthy.  Paradoxically,  this  fiscal  stability  does  not 
always  come  from  an  increasing  gross  income,  but  instead 
as  a result  of  high  business  efficiency  witbin  a practice.  The 
training  and  education  necessary  to  establish  that  business 
efficiency  — even  on  a minimal  level  — is  sorely  lacking  in 
most  residency  programs. 

Tbe  practice  should  be  managed  efficiently  for  two 
reasons  — Monetary  and  Medical. 

First,  tbe  monetary  aspects.  Better  management  means 


greater  financial  reward.  This  is  well  documented  in  the 
literature  (see  "Best-Run  Practices,"  Physicians  Manage- 
ment, 1/78:15).  Basic  common  sense  suggests  the  ad- 
vantages of  learning  principles  of  practice  management 
prospectively  during  residency  rather  than  retrospectively 
stumbling  through  by  trial  and  error  as  practice  begins. 
Since  a physician  must  provide  for  himself  and  his  family 
like  anyone  else,  the  latter  method  is  uncomfortable  and 
less  effective.  In  addition,  the  rising  spiral  of  medical  costs 
squeezes  both  physician  and  patient,  and  a well  managed 
practice  can  protect  itself  while  holding  down  fee  increases. 

Medical  Benefits 

Secondly,  and  surely  most  important,  are  the  medical 
benefits  of  better  practice  management.  Physicians  who 
scoff  at  improving  the  management  of  their  practice  make 
the  mistake  of  equating  greater  business  efficiency  only 
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rHK  NEKD  FOR  A PRACTICE 
MANAGEMENT  COURSE  IN  RESIDENCY 
PROGRAMS:  SUGGESTED  CONTENT 

with  higher  gross  income.  Their  argument,  that  if  money 
were  their  prime  goal  they  would  be  in  something  other 
than  the  practice  of  medicine,  is  only  partially  valid.  They 
fail  to  see  the  improved  medical  care  that  results  from 
better  practice  management. 

As  the  experienced  management  consultant,  Millard  K. 
Mills  of  Waterloo,  Iowa,  so  aptly  stated,  "The  doctor  who 
wants  just  to  be  a healer  is  often  bogged  down  in 
inefficiency  so  be  winds  up  giving  the  poorest  service  to  the 
least  number  of  patients.  In  the  end,  therefore,  he  defeats 
himself." 

An  important  effect  of  better  management  of  a medical 
office  is  an  increased  capability  of  that  practice  to  care  for 
patients.  Fiscal  efficiency  allows  more  of  the  physician's 
time  to  be  devoted  to  tbe  quality  of  patient  care.  This 
medical  benefit  cannot  come  about,  however,  unless  the 
physician  is  aware  of  the  business  principles  necessary  to 
effectively  manage  his  practice.  These  are  the  principles 
that  a practice  management  program  during  his  residency 
should  provide. 

A practice  management  course  should  contain  general 
topics,  applicable  to  all  types  of  practices.  The  actual 
lecture/participation  time  to  provide  this  information  is 
about  1 '/2  - 2 hours  a week  for  8- 1 0 weeks.  Program  content 
should  be  flexible,  in  part  determined  by  the  talents  of  the 
faculty  available. 

Some  courses  cboose  only  business  experts— management 
consultants,  tax  attorneys,  certified  public  accountants, 
etc— as  lecturers.  Others  rely  on  established  physicians  who 
have  been  through  the  experiences  of  establishing  practice 
and  understand  practice  management. 

I recommend  a combination  of  these  two  approaches. 
The  student  will  thus  learn  the  business  side  of  medical 
practice  from  business  advisors  and  how  to  implement  that 
advice  from  physicians  of  demonstrated  success.  Finding 
guest  lecturers  from  business  will  not  be  hard  or  costly, 
since  they  get  "free  advertising"  by  participating  in  such  a 
program. 

Considering  their  private  practice  demands,  securing 
physician  guest  lecturer  participation  is  easier  than  one 
would  think.  James  E.  Joines,  Jr.,  management  consultant 
of  Lynchburg,  Virginia,  uses  fthysicians  in  his  practice 
management  course  at  the  University  of  Virginia.  He  states; 

"Normally  physicians  are  pleased  the  school  wants  them 
to  teach  and  do  not  hesitate  to  say  yes.  If  funds  are 
available,  then  a small  honorarium  as  a thank  you  is 
appropriate." 

A format  mentioned  only  to  be  condemned,  is  where  a 
medical  school  faculty  member  teaches  a lecture  course 
from  a text  book.  This  type  of  course  typically  fails  to 
supply  the  student  with  "real  world"  expertise  while  it 
ignores  and  neglects  the  large  reservoir  of  real  experience  in 
the  community.  I would  recommend  against  the  use  of  this 
tyfje  of  program  because  it  is  too  limited. 

As  a guideline  to  establishing  a course  I recommend  that 
it  cover  three  major  toftics: 

I.  Establishing  a Practice 

II.  Managing  a Practice 

III.  Personal  Financial  Management 


Using  these  as  pivotal  discussion  topics,  a program  can 
easily  be  outlined.  Possible  topics  pertinent  to  Establishing 
a Practice  include: 

A.  Financing  a Medical  Practice— A local  banker  in  charge 
of  professional  loans  is  the  natural  guest  lecturer  for 
this  topic,  if  he  has  had  experience  with  initial  medical 
practice  loans.  Alternately  a medical  management 
consultant  should  be  used. 

B.  The  Fiole  and  Proper  Use  of  Advisors-Local  physicians 
could  relate  the  number  and  type  of  advisors  they  use 
for  their  practice  and  the  efficacy  of  their  advice. 

C.  Selecting  the  Proper  Form  of  Practice— Proprietorship 
vs.  Partnership  vs.  Incorpration  vs.  Salaried  Position-A 
medical  management  consultant  should  explain  and 
differentiate  between  these  forms  of  practice 
thoroughly. 

D.  Joining  a Group  Practice  of  Forming  One's  Own 
Practice— Recently  established  physicians  discuss  how 
and  why  they  chose  the  community  they  practice  in 
and  the  reasons  they  chose  to  join  an  existing  practice 
or  form  their  own  practice. 

E.  Initial  Professional  Tax  Consideration  and  the  Effect  i 
of  Taxes  on  a Practice— This  category  would  best  be  i 
covered  by  a tax  attorney,  but  a certified  public 
accountant  could  also  be  used.  Whoever  is  used  needs  i 
to  keep  this  subject  on  the  level  of  one  starting 
practice,  which  is  sometimes  difficult  to  do. 

F.  Selecting  and  Obtaining  The  Best  Office  Through  il 

Leasing  or  Purchasing— A real  estate  attorney  should 
talk  about  leases  and  purchasing  and  the  caveats  I 
connected  with  business  real  estate.  , 

Once  the  practice  is  established,  principles  of  manage-  i i 

ment  come  into  focus.  Ideas  for  program  content  in  || 
Managaing  a Practice  include: 

A.  Personnel  Management  I 

B.  Office  Procedures— (Scheduling  Patients,  Handling  of  q 

Telephone,  Charts  and  Records,  etc.)  ■ 

C.  Billing  and  Collections  jl 

D.  Practice  Financial  Management  j 

E.  Professional  Insurance  i 

All  five  of  these  basic  topics  should  be  thoroughly  \ 

discussed  by  a medical  management  consultant  over  several 
sessions.  A consultant  is  uniquely  best  qualified  as  a result  j 
of  his  experience  and  training.  If  such  a consultant  is  not  i 
available,  I suggest  involving  a physician  from  a large  group 
who  is  charged  with  the  management  of  that  group's 
practice.  It  is  essential  that  a lecturer  of  demonstrated 
competence  be  found  for  this  portion  of  the  practice 
management  program.  Notwithstanding  the  rather  mundane 
nature  of  these  topics,  they  comprise  the  core  of  this 
program  and  require  presentation  with  flair  and  accuracy 
by  an  individual  capable  of  demanding  respect  of  the  ! 
students. 

For  Persona!  Financial  Management,  the  new  physician 
should  be  shown  how  to  handle  the  personal  financial 
success  of  being  a physician.  More  importantly,  this  part  of 
the  program,  if  properly  presented,  will  provide  a good 
understanding  of  the  physician's  financial  base  planning  and 
bow  to  handle  it,  even  if  his  practice  develops  slowly  or 
turns  sour.  Possible  topics  for  inclusion: 

A.  Tax  Planning  for  the  Physician-A  tax  attorney  or 
certified  public  accountant  should  be  used  to  show 
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how  proper  tax  planning  is  essential  to  any  financial 
plan  the  physician  formulates.  Without  proper  tax 
planning  the  efficacy  of  any  financial  plan  is  in 
jeopardy.  An  expert  look  at  tax  ramifications  from 
various  angles  is  essential  in  order  to  point  out  the 
need  for  progressive  planning. 

B.  Personal  Budgeting  and  Money  Management— A public 
accountant,  certified  public  accountant  or  manage- 
ment consultant  should  demonstrate  tbe  rudiments  of 
personal  budgeting.  This  subject  is  particularly  val- 
uable for  new  physicians  and  should  not  receive 
sketchy  treatment  because  of  its  simplistic  nature. 
With  the  necessary  interfacing  of  the  (physician's 
business  and  private  monitary  matters,  poor  personal 
budgeting  can  lead  to  financial  disaster. 

C.  Personal  Insurance— An  insurance  broker  or  an  agent 
for  a major  agency  should  discuss  this  subject  in  a 
non-commercial  manner.  (Although  a non-commercial 
presentation  from  someone  with  a vested  sales  interest 
seems  impossible  at  first  glance,  one  can  still  find  some 
professionals  left  in  this  field!)  The  aim  would  be  to 
eliminate  confusion  about  types  of  insurance  coverage 
available  and  to  elaborate  on  the  unique  personal 
insurance  needs  of  the  new  physician. 

D.  I nvestments  for  the  Physician-A  reputable  investment 
counselor  or  broker  from  a large  brokerage  firm  could 
discuss  basics  of  investing,  as  well  as  types  and  kinds 


of  investments  available  to  the  new  physician  who  has 
I imited  funds. 

Use  of  all  or  most  of  these  topics  will  provide  a balanced 
and  complete  program  content  for  a practice  management 
course.  As  a central  feature  of  the  program,  I suggest  the 
participants  be  provided  a generous  amount  of  handout 
material  which  explains  in  detail  the  subjects  covered  in 
lecture.  This  will  add  relevancy  and  also  provide  future 
reference  material.  For  an  excellent  guide  on  the  subjects  of 
planning  and  managing  a medical  practice,  I suggest  the 
book  by  the  noted  management  consultant,  Leif  C. 
Beck  — "The  Physician's  Office,"  published  by  Excerpta 
Medica. 

A program  of  this  type  teaches  the  physician,  di/ring 
medical  training,  the  practical  skills  essential  to  the  efficient 
practice  of  medicine,  and  would  be  beneficial  for  both 
patient  and  physician.  This  approach  provides  the  new 
physician  with  the  knowledge  of  management  principles 
and  tools  required  to  properly  implement  the  medical  facts 
he  has  learned. 

The  program  outlined  here  obviously  will  not  make 
successful  business  managers  of  all  the  participating  physi- 
cians, nor  should  it  try  to  do  so.  The  goal  should  be  to 
awaken  interest  m those  practical  areas  that  require 
immediate  attention  upon  setting  up  a private  practice,  and 
to  provide  the  new  physician  with  a better  chance  to 
tecome  a more  productive  physician.  □ 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 


if  there 
ere  problems 
and  there 
is  dritiking... 
drinking 
may  be  the 
only  Problem/ 


BOX  508  ST.-\T  ESBORO,  GA  30^158  (912)  76-1-6236 


Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


JULY  1978 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


17 


lETTERS 


Reader  Request 

Editor,  The  Journal: 

In  preparation  for  a September  meeting  of  the  National 
Institute  of  Allergy  and  Infectious  Diseases  to  consider  the 
feasibility  and  advisability  of  making  the  insect  sting  kit 
available  to  certain  trained  categories  of  medical  and  lay 
persons,  without  a specific  prescription  by  a physician,  I 
would  be  interested  in  receiving  information  and  comments 
by  the  reader  of  this  journal  on  the  following  questions: 

• Have  you  any  knowledge  of  a fatal  reaction  to  an 
insect  sting  or  drug  or  food?  If  so,  I would  appreciate  as 
much  detail  as  possible,  including  information  concerning 
the  time  interval  between  contact  with  the  offending  agent 
and  death. 

• If  you  know  of  such  a fatality  or  fatalities,  in  your 
estimation,  would  an  immediate  subcutaneous  injection  on 
the  scene  of  a premeasured  dose  of  epinephrine  1:1000 
(0.3cc  to  1.5  for  adult  0.2  to  0.3  cc  for  children)  have 
afforded  a different  outcome? 

• Have  you  any  knowledge  of  adverse  effects  of 
subcutaneous  injections  of  epinephrine  1 : 1000  in  the  above 


dosages?  If  so,  again  I would  appreciate  as  much  detail  as 
possible. 

We  would  certainly  appreciate  any  information  you  can 
supply. 

Claude  A.  Frazier,  M.D. 

Doctors  Park,  Bldg.  4 

Asheville,  N.C.  28801 

In  Agreement 

Editor,  The  Journal: 

After  reading  Dr.  Ronald  Henderson's  article  regarding 
"The  American  Health  Care  System,  In  Jeopardy,"  I would 
like  to  heartily  echo  his  sentiments. 

I thought  this  was  an  excellent  article  which  brought  to 
light  some  real  problems  in  our  health  care  system.  It  is 
high  time  that  we  as  physicians  tended  our  own  house 
rather  than  have  it  tended  for  us. 

You  better  believe  if  we  don't  do  it,  someone  else  will; 
and  that  housekeeper  won't  ask  which  drawer  we  would 
like  our  clean  underwear  placed! 

Robert  L.  Baldwin,  M.D. 

Birmingham,  AL 


TO  YOUNG  PHYSICIANS 

CONTINUED  FROM  PAGE  10 

experience.  Perhaps  my  greatest  sur- 
prise and  sense  of  depression  came  in 
the  form  of  tragedies,  I,  as  a member 
had  to  see,  experience,  and  judge.  A 
number  of  my  fellow  physicians  came 
before  that  board  by  law. 

They  were  there  for  action  by  the 
board  because  of  alcoholism,  drug 
abuse— either  personal  use,  or  illegally 
dispensing  drugs,  or  both  — or  accused 
of  criminal  acts  in  their  medical  prac- 
tice...tragedies,  for  the  individual  and 
our  profession;  consequently  more 
cause  for  the  vastly  increasing  mal- 
practice field.  Each  of  these  tragedies 
involved  doctors,  doctors  who  sat  at 
one  time  in  this  orientation  meeting, 
as  you  do,  and  thought,  "Which  one  of 
my  conferees  will  be  the  percentage 
that  will  surely  come?"  if  only  a word 
can  reach  some  one  of  you  to  kindle  a 
thought  of  warning,  this  advice  may 
have  some  value. 

Obviously,  honesty  is  the  basis  for 
any  such  advice  that  can  be  given. 
Actual,  accurate  honesty  must  be  de- 
fined by  each  of  us  individually. 

I am  not  sure  how  honest  I am. 
Under  what  circumstances  would  I 
shade  or  cover  a wee  bit  to  protect  a 
family  member  or  a friend,  or  to 
protect  a family  or  friend's  business? 

Would  I be  as  quick  to  do  certain 
tests  or  procedures  on  a non-paying 
patient  as  on  a paying  one;  on  a 
government-pay  patient  as  on  a pri- 
vate-pay one? 
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Can  I withstand  the  even  tempting 
bait  our  government  holds  in  front  of 
me  by  using  a cost-plus  formula  as  a 
payment  scale?  Under  this  system,  I 
know  the  more  I spend  and  charge  the 
higher  my  hospital  is  reimbursed  or 
the  higher  my  third-party  profile  be- 
comes. 

It  is  a moving  and  conscience  pro- 
voking challenge  to  our  judgment  of 
strict  honesty.  William  Lion  Phelps, 
the  great  Yale  professor  of  Logic  and 
Counseling,  in  his  classic  book  on 
Happiness,  stated  tbe  case  of  honesty 
very  succinctly  and  yet  clearly  with 
this  illustration.  If  I go  to  a politican 
and  offer  him  $500  to  vote  a certain 
way  and  he  throws  me  out  the  door,  it 
doesn't  necessarily  mean  the  politican 
is  honest.  It  means  he  can't  be  bought 
for  $500. 

If  I go  back  to  this  same  politician 
and  offer  him  a half  million  dollars, 
enough  to  make  him  independently 
wealthy,  or  to  take  care  of  his  family 
as  a millionaire  does,  and  he  hesitiates 
to  consider  it,  then  he  is  not  absolute- 
ly honest.  It  is  only  a matter  of  the 
amount  of  the  bribe.  Of  vast  im- 
portance is  "what  are  the  circum- 
stances confronted." 

‘How  Honest  Am  I?’ 

I must  wonder  just  how  honest  I 
really  am.  People  live  and  die  on  the 
judgement  of  their  doctors.  Honesty 
must  be  judged  by  each  individual 
within  himself.  What  leaves  you  con- 


tent or  what  makes  you  happy  in  the 
practice  of  medicine  is  your  decision. 

Of  all  the  professions,  even  considering 
the  ministry  of  the  gospel,  none 
should  be  more  scrupulous  in  thought, 
deed  and  action  than  the  medical 
profession.  The  individual  doctor's 
image  is  a sharp  and  compelling  re- 
sponsibility to  each  one  of  us. 

I do  not  count  as  glorious  the  fact 
that  I am  not  guilty,  such  is  my  own 
necessity.  Why  do  we  have  investi- 
gators, undercover  agencies,  etc?  We 
have  to  face  the  fact  that  some  of  us  in 
this  very  orientation  session  will  some 
day  be  found  guilty.  You  must  face 
and  admit  that  probability.  This  warn- 
ing I call  Advice!  Face  the  responsi- 
bility of  carefully  defined  honesty  for 
yourself. 

As  a profession  we  must  start  with  , 
the  simple  fact  — the  single  individual  1, 
is  not  solely  to  blame.  The  weak  are  !| 
not  surely  alone.  The  folly  of  a medi-  |i 
cal  practice  is  not  comedy,  it  is  trage- 
dy. It  causes  suffering  for  many  in- 
cluding our  families,  our  patients,  our 
profession.  Some  one  is  crucified  by 
our  every  irresponsible  act.  The  stress 
of  circumstance  is  not  excuse  enough. 

All  the  advice  you  are  given,  and  it 
will  be  legion,  may  only  titillate  your  i 
conscience.  All  the  ironclad  rules  avail-  ' 
able,  and  they  are  few,  may  merely  j 
serve  your  convenience.  At  the  end  of 
your  journey  of  service,  each  of  you 
must  surely  face  the  question,  "What 
have  I done  for  or  to  the  art  of 
medicine?"  □ 
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650  mg  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  006% 
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Insomnia 

a shade  of  blue  that  often 
accompanies  depression 

And,  in  anxiety/depression,  Adapin^  (doxepin  HCl)  often 
helps  restore  disturbed  sleep  patterns,  such  as  early  morning 
awakening,  with  a single  daily  dose  at  bedtime!  Adapin  quickly 
relieves  the  patient’s  anxiety,  gradually  brightens  his  mood  and 
outlook,  with  optimal  antidepressant  response  usually  evident 
within  two  to  three  weeks. 

1.  Goldberg  HL.  Finnerty  R|.  Cole  JO  I>)xepin  Is  a single  daily  dose  enough  '*’  Am  / 131 .1027-1029,  197-4. 


Brief  Summary  of  Prescribing  Information 
ADAPIN®  (doxepin  HCl)  Capsules 

Indications — Relief  of  symptoms  of  anxiety  and  depression. 

Contraindications — Glaucoma,  tendency  toward  urinary  retention,  or 
hypersensitivity  to  doxepin. 

Warnings — Adapin  has  not  been  evaluated  for  safety  in  pregnancy.  No 
evidence  of  harm  to  the  animal  fetus  has  been  shown  In  reproductive 
studies.  There  are  no  data  concerning  secretion  in  human  milk,  nor  on 
effect  in  nursing  infants. 

Usage  in  children  under  12  years  of  age  is  not  recommended.  MAO 
inhibitors  should  be  discontinued  at  least  two  weeks  prior  to  the 
cautious  initiation  of  therapy  with  this  drug,  as  serious  side-effects  and 
death  have  been  reported  with  the  concomitant  use  of  certain  drugs 
and  MAO  inhibitors. 

In  patients  who  may  use  alcohol  excessively  potentiation  may  in- 
crease the  danger  inherent  in  any  suicide  attempt  or  overdosage. 

Precautions — Drowsiness  may  occur  and  patients  should  be  cautioned 
against  driving  a motor  vehicle  or  operating  hazardous  machinery.  Since 
suicide  is  an  inherent  risk  in  depressed  patients  they  should  be  closely 
supervised  while  receiving  treatment.  Although  Adapin  has  shown  ef- 
fective tranquilizing  activity,  the  possibility  of  activating  or  unmasking 
latent  psychotic  symptoms  should  be  kept  in  mind. 

Adverse  Reactions — Dry  mouth,  blurred  vision  and  constipation 
have  been  reported.  Drowsiness  has  also  been  observed. 

Adverse  effects  occurring  infrequently  include  extrapyramidal 
symptoms,  gastrointestinal  reactions,  secretory  effects  such  as 
sweating,  tachycardia  and  hypotension.  Weakness,  dizziness, 
fatigue,  weight  gain,  edema,  paresthesias,  flushing,  chills,  tinnitus, 
photophobia,  decreased  libido,  rash  and  pruritus  may  also  occur. 

Dosage  and  Administration — In  mild  to  moderate  anxiety  and/or 
depression:  25  mg  t.i.d.  Increase  or  decrease  the  dosage  according 
to  individual  response.  Daily  dosage,  up  to  150  mg  may  be  taken  at 
bedtime  without  loss  of  effectiveness.  Usual  optimum  daily  dosage  is 
75  mg  to  150  mg  per  day  not  to  exceed  300  mg  per  day. 

Antianxiety  effect  usually  precedes  the  antidepressant  effect  by 
two  or  three  weeks. 

How  Supplied — Each  capsule  contains  doxepin,  as  the  hydro- 
chloride: 10  mg,  25  mg,  50  mg  and  100  mg  capsules  in  bottles  of  100 
and  1000. 

For  complete  prescribing  information  please  see  package 
insert  or  PDR. 


When  they  see  life 
in  shades  of  blue.. 
help  them  see  life 
in  all  its  colors. 


Adapiii 

(doxepin  HCl) 

single  daily  dose  recommended  h.s. 

sTs'  10  mg  capsules  SPEIW/VVIJ 

® ®®’  25  mg  capsules  Pennwalt  Prescription  Products 

Pharmaceutical  Division 
Pennwalt  Corporation 

6 193S8  50  mg  capsules  Rochester.  New  York  14603 

B 19359  NEW  100  mg  capsules 


The  AM  A 

Computer  Systems 

in  Medicine 
Consultative  Services 

Program 


The  American  Medical  Associa- 
tion recognizes  the  potential  that 
computers  have  in  the  health  care 
setting.  Therefore,  the  AMA  has 
initiated  the  Computer  Systems 
in  Medicine  Consultative  Ser- 
vices Program.  Through  this  pro- 
gram, physicians  who  are  con- 
sidering computer  services  as 
well  as  current  users  who  want  to 
improve  or  expand  their  com- 
puter applications  can  obtain  an 
objective  viewpoint  and  expertise 
in  methods  and  equipment. 

Computers  have  the  potential  to 
be  a tremendous  asset  to  the 
medical  community,  and  have 
possible  application  in  some  or 
all  of  the  following: 


• Improving  patient  care 

• Creating  more  accessible  medi- 
cal records 

• Improving  financial  manage- 
ment and  control 

• Reducing  the  rate  of  increasing 
costs 

• Improving  facility  and  person- 
nel utilization 

The  Consultative  Services  Pro- 
gram has  established  expertise 
extending  from  general  decision- 
making on  the  utilization  of  com- 
puters in  medicine  to  detailed 
systems  design,  programming 
and  implementation  of  systems. 
The  Program’s  activities  include: 
needs  analysis;  alternatives 
development:  specifications 


development:  proposal  evalua- 

tion; and  systems  audits. 

While  the  major  thrust  of  the  Con- 
sultative Services  Program  will 
result  from  interest  in  the  use  of 
computers  or  computer-related 
services,  the  primary  goal  of  the 
consultant  is  to  recommend  the 
most  advantageous  treatment  of 
each  situation.  The  focus  is  the 
needs  and  objectives  of  the 
client,  not  the  promotion  of  com- 
puterized solutions. 

For  a more  detailed  description  of  this 
new  and  valuable  service  or  to  arrange 
a consultative  visit,  contact:  John  A. 
Guerrieri,  Jr.,  Program  Director,  Con- 
sultative Services  Program,  at  (312) 
751-6417. 
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By  ARTHUR  J.  DONOVAN,  M.D., 

Professor  and  Chairman,  Department  of  Surgerv  , Universit\  of  South  Alabama 


DEAN’S  REPORT 


USA  Siirj^ery 
Department's 
5-Year-Reeord 


The  Depactment  of  Surgery  at  the 
University  of  South  Alabama  College 
of  Medicine  has  been  established  for 
five  years  and  contains  the  specialities 
of  anesthesiology,  ophthalmology, 
otolaryngology,  surgery  and  urology. 
In  addition  to  seven  fulltime  and 
part-time  faculty,  49  surgeons  serve  on 
the  voluntary  faculty  and  participate 
in  the  educational  programs.  These 
programs  are  centered  at  the  Universi- 
ty of  South  Alabama  Medical  Center. 

Patients  are  admitted  to  the  teach- 
ing services  at  the  Medical  Center  from 
the  Clinic  and  Emergency  Room,  by 
referral  of  cases  to  the  institution  from 
the  surrounding  area  and  by  admission 
of  patients  referred  to  tbe  hospital  by 
faculty  — fulltime,  part-time  and  vol- 
untary. The  staff  of  the  University  of 
South  Alal)ama  Medical  Center  Hos- 
pital is  open  and  the  physicians  in  the 
community  who  wish  to  join  the  staff 
are  encouraged  to  do  so. 

The  only  full  service  Emergency 
Room  in  South  Alabama  is  operating 
at  the  Medical  Center.  This  activity 
provides  tlie  component  of  emergency 
surgery  and  acute  care  essential  for  an 


educational  program  in  surgery.  Ap- 
proximately two-thirds  of  the  surgical 
experience  at  the  Medical  Center  is 
elective.  Emergency  surgery  is  about 
equally  divided  between  trauma  and 
other  emergencies.  Other  health  care 
facilities  in  the  community  are  utilized 
for  elective  undergraduate  education 
in  surgery  and  for  short  periods  of 
assignment  as  a part  of  the  program  in 
graduate  education. 

Important  Function 

Undergraduate  education  in  surgery 
IS  considered  a most  important  respon- 
sibility of  the  Department  of  Surgery. 
The  goals  include  acquisition  of  a 
broad  background  of  knowledge  of  the 
natural  history  and  pathophysiology 
of  diseases  of  surgical  importance, 
familiarity  with  the  role  of  surgery  in 
modification  or  elimination  of  disease, 
acquisition  of  skills  in  the  diagnosis 
and  treatment  of  the  acutely  ill  or 
injured  patient  and  understanding  of 
complications  of  surgical  disease,  to 
include  major  organ  dysfunction.  The 
above  knowledge  and  skills  should 
benefit  the  student  irrespective  of  his 
career  choice,  enhance  his  understand- 
ing of  the  role  of  surgery  in  thera- 
peutics and  provide  an  overview  of 
surgery.  The  latter  permits  the  stu- 
dents to  evaluate  surgical  disciplines  in 
choosing  a career. 

The  faculty  of  the  Department  of 
Surgery  conducts  undergraduate  ed- 
ucation in  all  four  years  of  medical 
school.  Involvement  during  the  first 
two  years  is  limited  to  clinical  correla- 
tions with  basic  science  and  to  intro- 
ductory clinical  presentations.  The 
major  effort  in  undergraduate  educa- 
tion is  a required  eight  week  surgical 
clerkship  in  the  third  year.  Students 
are  assigned  to  a surgical  service  at  the 
University  of  South  Alabama  Medical 
Center  as  members  of  a team  com- 
posed of  faculty,  housestaff  and  stu- 
dents. 

This  clinical  experience  in  patient 
care  is  intended  to  develop  clinical 
skills,  competence  in  problem  solving 
and  experience  in  patient  manage- 
ment. Students  are  assigned  responsi- 


bilities commensurate  with  their  level 
of  clinical  development.  Informal 
teaching  exercises  and  conferences  of 
eight  hours  each  week  are  scheduled  to 
allow  classroom  consideration  of  core 
content  in  surgery.  These  classroom 
exercises  include  content  from  anes- 
thesiology, orthopedic  surgery,  thor- 
acic surgery  and  urology.  Currently, 
neurosurgery  conducts  a separate  four 
week  clerkship  during  which  classroom 
exercises  are  scheduled  to  consider 
core  content  in  ophthalmology,  and 
otolaryngology.  Elective  experiences 
in  all  surgical  specialities  are  offered 
during  the  fourth  year  in  the  form  of 
subinternships. 

A full  graduate  education  program 
in  surgery,  conducted  by  the  surgical 
profession  in  Mobile,  was  established 
at  the  Mobile  General  Hospital  (now 
the  University  of  South  Alabama  Med- 
ical Center)  many  years  ago.  Thus,  the 
Department  of  Surgery  of  the  College 
of  Medicine  five  years  ago  inherited  a 
viable  and  functioning  program  with 
an  experienced  Voluntary  Faculty. 

The  Residency  in  Surgery  is  a five 
year  program  beginning  with  a categor- 
ical first  postgraduate  year  in  surgery 
(straight  surgical  internship).  Six  posi- 
tions exist  at  this  first  postgraduate 
year  level  from  which  residents  may  be 
appointed  to  more  advanced  levels  in 
surgery.  Three  individuals  are  selected 
each  year  to  continue  into  the  final 
four  years  of  graduate  education  in 
surgery.  Two  openings  for  further  ed- 
ucation exists  in  orthopedic  surgery. 

Objective:  Broad  Experience 

The  program  of  graduate  education 
in  surgery  is  designed  to  provide  a 
broad  experience  in  surgery  which  will 
prepare  a physician  for  community 
surgical  practice  or,  on  occasion,  be 
the  solid  base  for  a career  in  academic 
surgery.  In  pursuit  of  this  goal  rota- 
tions are  established  in  all  surgical 
specialities. 

Residencies  do  not  exist  in  plastic 
surgery  or  thoracic  surgery,  but  there 
are  established  hospital  services  in 
both  fields  and  housestaff  are  assigned 
to  these  services  as  a component  of  the 
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educational  program  in  surgery.  Such 
assignments  foster  the  goal  of  a broad 
program  of  graduate  education.  The 
residents  in  surgery  are  expected  to 
develop  a secure  base  of  general  medi- 
cal knowledge  and  to  acquire  skills 
that  permit  them  to  function,  after 
completion  of  their  graduate  educa- 
tion, with  considerable  independence, 
relying  on  consultants  for  needed  as- 
sistance in  the  more  complex  clinical 
situations.  The  goal  is  "the  internist 
who  operates,"  fully  recognizing  the 
essential  role  of  technical  excellence. 

The  development  of  the  research 
programs  of  the  Department  has  been 
delayed  in  development  both  due  to 
the  high  initial  demands  of  the  grad- 
uate and  undergraduate  educational 
programs  and  the  need  for  con- 
struction of  facilities.  A new  research 
building  at  the  Medical  Center  is  being 
completed  and  an  excellent  animal 
facility,  operating  room  and  support- 
ing chemistry  laboratories  will  then  be 
opened.  This  facility  will  permit  the 
initiation  of  animal  research.  A non- 
invasive  vascular  laboratory  was  es- 
tablished three  years  ago.  This  was 
developed  for  both  clinical  investiga- 
tion and  service.  A coagulation  re- 
search laboratory  also  has  been  de- 
veloped. The  results  of  programs  in 
clinical  care,  initiated  five  years  ago, 
are  reaching  the  stage  of  fruition.  The 
next  major  thrust  of  the  Department 
must  be  to  foster  the  growth  of 
research,  still  in  a nascent  stage.  Re- 
search activity  will  be  integrated  with 
educational  programs,  particularly  at 
the  graduate  level. 

The  department  desires  that  stu- 
dents — undergraduate,  graduate  and 
faculty  — learn  by  their  experience  in 
the  Department  to  recognize  the  im- 
portance of  self-education,  particularly 
through  reading  and  thus  become  self- 
teachers. A questing  approach  to  clini- 
cal problem  solving  based  on  logic  and 
reason  is  emphasized,  recognizing  that 
the  quality  of  practice  in  the  years 
that  follow  formal  education  will  be 
based  far  more  on  attitudes  developed 
than  on  any  specific  knowledge  or 
skills  acquired.  □ 


Where  have  all  the  artists  jione? 

Robert  L.  Baldwin,  M.D. 

Where  have  all  the  artists  gone?  I'm  not  talking  about  the 
ones  with  paintbrushes,  but  the  ones  with  stethoscopes 
and  scalpels.  Artists? 

Let's  think  back  in  time.  It  was  not  long  ago  that  we  as 
physicians  were  considered  the  most  esteemed  and  trusted 
of  all  professionals;  we  still  are  today  but  to  a 
much  lesser  degree. 

Why  the  declining  image  of  our  public 
esteem  and  trust?  Is  it  real  or  is  it  just  bad 
publicity?  Is  there  something  wrong  with  us 
or  our  methods?  Is  so,  what  is  wrong  and 
what  can  be  done  to  correct  it? 

I dare  say  there  is  no  argument  that  the 
quality  of  medicine  practiced  today  is  certain- 
ly more  advanced  and  scientific  than  in  years 
past.  After  all,  we  can  now  revitalize  patients  with 
transplanted  hearts  and  kidneys;  cripples  can  be  mobilized 
with  artificial  but  functional  joints;  leukemics  can  be  given 
prolonged,  useful  and  even  normal  lives,  heretofore  being 
doomed  to  tragic  deaths  within  months  of  diagnosis  of 
their  disease. 

Practically  every  part  of  the  human  body  is  amenable  to 
tune-up,  repair  or  replacement.  Virtually  no  disease  must 
go  untreated  for  lack  of  a therapeutic  modality.  Why  then 
aren't  people  happy?  Why  aren't  the  politicians  satis- 
fied? Why  is  our  profession  being  daily  ridiculed  in  the 
press?  Here  may  I repeat— where  have  all  the  artists  gone? 

Medicine  is  a profession,  one  requiring  a thorough 
knowledge  of  physical  disorders.  But  it  is  also  an  art  and, 
as  such,  requires,  even  demands,  much  more.  Norbert 
Weiner  once  said;  "To  live  life  effectively  is  to  live  with 
adequate  information." 

So  it  is  to  practice  medicine;  that  basic  pool  of 
knowledge,  continuously  updated,  is  essential.  However, 
the  real  art  is  in  the  delivery  of  that  data  in  a way  that  the 
recipient  of  its  beneficial  effects  not  only  feels  better 
because  of  it,  but  feels  a sense  of  gratification  toward  you 
for  what  you  have  achieved. 

We  must  treat  human  nature,  not  only  human  disease. 
It's  not  enough  to  cure  a disease  and  then  experience  a 
sense  of  ego-fulfillment;  we  must  go  farther,  experiencing 
the  same  self-satisfaction  from  the  expressions  of  an 
appreciative  patient. 

Suzuki,  a Japanese  philosopher,  once  said:  "I  am  an 
artist  at  living,  and  my  work  of  art  is  my  life."  So  it  is  that 
we  should  feel  about  our  patients'  lives.  Dwell  not  on  the 
disease,  but  the  patient  afflicted  with  it! 

As  such,  let's  give  back  the  heart-lung  machines;  throw 
away  all  the  computers,  dump  protocols  and  the  statistical 
rubbish  they  produce;  to  hell  with  our  profession  as  that 
ugly  monster  labeled  the  "health  care  industry"— bring  out 
the  paintbrushes,  set  up  the  easels;  let's  all  become 
Rembrandts.  Let's  do  it  before  the  final  portrait  of 
Medicine  is  painted.  □ 
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Solving  o claims  problem 
is  QS  easy  as  colling 


Goy  Myers 

Or  ony  of  the  nine  ether  Blue  Cross  professionol  relo- 
tions people  throughout  Alobomo.  Their  job  is  to  eose 
your  poin-filing  cloims. 

They're  just  bubbling  over  with  suggestions  to  sove 
you  time  ond  hassles.  And  they'll  set  up  ond  run  cloims- 
filing  workshops  ond  poinstokingly  troin  new  cloims 
personnel  for  you.  Plus  lots  more. 

So  onytime  you  hove  o ticklish  cloims  problem  to 
solve  or  Just  o bosic  question  to  osk,  contact  Goy  or  the 
person  like  her  in  your  oreo. 

We  coll  these  people  professionol  relotions  speciol- 
ists,  but  you'll  coll  them  lifesovers. 

If  you  don't  know  who  your  Blue  Cross  professional 
relotions  person  is,  coll  205/251-4233.  Or  write;  930 
South  20th  Street,  Birminghom,  AL  35298. 


Blue  Cross 
Blue  Shield 

of  Alabama 


©Registered  Mark  Blue  Cross  Association 
©Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


SCIENTIFIC  SECTION 


Nevoid  Basal-(^ell  (Carcinoma  Syndrome 
Or  Hereditary  (mtaneomandibular  Polyoneosis^ 


Paul  G.  Rcquc,  M.D.  and  Allison  H Inilcr,  M.D. 
Binningliani,  Alabama 


This  uncommon  syndrome  was  thought  to  be  a 
recently  described  entity  as  late  as  1932,  and  was 
said  by  Anderson,  McLendon,  and  HowelU  to  have 
first  been  described  by  Reuben  Nomland  about 
that  time.  However,  reading  indicates  that  Jarisch, 
in  Germany,  described  it  as  early  as  1894.  Because 
of  his  extensive  study  and  reporting  of  150  well 
authenticated  cases, 3 the  syndrome  may  be  fre- 
quently referred  to  as  “Gorlin's  Syndrome"  since 
he  described  many  of  the  syndromes'  unusual 
characteristics  in  the  early  1960's. 

As  may  be  read  in  Binkley  and  Johnson's  paper2 
in  1951  the  basal  cell  tumors  were  frequently 
confused  with  Epithelioma  Adenoides  Cysticum  of 
Brooke,  which  is  a distinct  disease  entity  with 
multiple  non-progressive,  trichoepitheliomatous 
lesions  which  reseumble  basal-cell  epitheliomas, 
but  are  usually  only  associated  with  turban-tumors 
of  the  scalp,  and  not  the  many  other  changes 
associated  with  Nevoid  Basal-Cell  Carcinoma 
Syndrome. 

Neovid  Basal-cell  Carcinoma  Syndrome  is  va- 
riously said  to  be  an  “autosomal  dominant  poly- 
morphic trait  with  good  penetrance,"  or  with  'poor 
penetrance'3  The  former  however  is  believed  to  be 
the  most  widely  accepted  interpretation.  There 
seems  to  be  no  differential  as  to  sex.  While  the 
more  obvious  basal-cell  epitheliomata  are  more 
frequently  observed  near  puberty,  the  jaw  cysts 
and  dental  abnormalities  may  be  found  several 
years  earlier. 

The  main  expression  of  this  syndrome  is  in  the 
finding  of  the  basal-cell  epitheliomata,  but  despite 
more  than  150  well  studied  patients  there  is  no 
regular  pattern  of  the  abnormalities  that  may  be 
expected.  The  basal-cell  lesions  are  inclined  to  be 
benign  in  childhood  but  become  more  destructive 
as  adulthood  advances.  They  differ  from  ordinary 
basal-cell  epitheliomas  in  that  they  tend  to  occur  in 
groups  and  are  not  limited  to  areas  exposed  to  the 
sun. 

The  jaw-cysts  found  in  Nevoid  Basal-cell  Carci- 
noma syndrome  are  integumental  since  they  are 
lined  with  epithelium,  and  sometimes  have  remants 


Plate  1.  Prosthesis  in  plaee  after  removal  of  mesehy  - 
mal  tumor. 


and  distorted  portions  of  teeth  within  them  — 
“Odontogenic  Keratocysts."  The  palms  frequently 
demonstrate  keratinous  pits;  there  may  be  found 
bifid  ribs,  scoliosis,  spina  bifida,  cervical  ribs, 
frontal  bossing,  broadening  of  the  root  of  the  nose, 
pes  planus,  and  various  abnormalities  of  the  vis- 
cera, oesophagus,  and  brain;  mental  retardation  has 
been  described  several  times. 

The  patient-history  reported  at  this  time  is  that 
of  a white  woman  who  has  been  followed  in  our 
clinic  since  February  1953,  or  23  years.  She  had 
had  an  interesting  career  in  surgery  and  has  been  a 
most  cooperative  patient. 

This  patient  was  first  seen  on  February  10, 
1953,  at  the  age  of  26,  with  a history  of  a tumor 
having  been  removed  from  the  left  maxilla  in  1938, 
at  the  age  of  11,  with  a diagnosis  of  a “benign 
myxoma."  She  began  to  notice  swelling  of  the  left 
maxilla  in  December  1952  and  when  seen  in 
February  1953  she  brought  x-rays  with  her  which 
showed  a destructive  lesion  involving  the  inferior 
half  of  the  left  maxilla.  A radical  removal  of  the 
left  maxillary  lesion  was  done  on  Feb.  24,  1953, 
and  the  tissue  was  reported  as  a “low  grade 
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malignant  mesenchymal  tumor."  (Plate  1)  From 
this  point  on  the  following  lists  her  continued 
history  of  treatments: 


5- 26-53 

6- 27-53 

7- 6-53 
10-31-53 

1-18-56 

7- 15-56 

8- 12-56 
6-4-57 
5-17-58 


Two  epidermal  inclusion  cysts  removed 
from  left  upper  eyelid. 

Two  epidermal  inclusion  cysts  removed 
from  left  upper  eyelid. 

Infected  cyst  incised,  left  upper  eyelid. 
Epidermoid  cyst  removed  from  right 
index  finger. 

Infected  cyst  incised,  left  upper  eyelid. 
Two  basal  cell  carcinomas  removed  from 
left  cheek,  and  epidermoid  cyst  from  left 
upper  eyelid. 

One  basal  cell  carcinoma  removed  from 
skin  of  chin. 

Epidermal  inclusion  cyst  removed  from 
left  lower  eyelid. 

Basal  cell  carcinoma  removed  from  left 
lower  eyelid  and  skin  of  nose. 


5-19-58  Thyroidectomy  for  colloid  adenomatous 
goiter. 

11-13-58  Basal  cell  carcinoma  removed  from  left 
arm  (Plate  III)  and  skin  of  left  breast, 
and  epidermal  inclusion  cyst  removed 
from  left  upper  eyelid. 

2- 17-60  Twelve  basal  cell  carcinomas  removed 

from  presacral  region,  gluteal  region, 
dorsal  region,  scalp,  chest  face  and  neck. 
(Plate  II). 

3- 29-62  Eight  basal  cell  carcinomas  removed 

from  skin  of  the  nose,  shoulder,  eyelid, 
back,  hip,  scalp  and  face. 

Patient  subsequedtiy  moved  to  Nashville  and 
was  under  the  care  of  a physician  for  a discharge 
from  the  left  nostril,  which  was  presumably  diag- 
nosed as  nasal  polyps.  In  May  1964  the  patient 
returned  to  Lloyd  Noland  Hospital  with  a polypoid 
tumor  extruding  from  the  left  nostril  and  was 
admitted  to  surgical  service  and  a large  amount  of 
friable,  polypoid  tissue  was  removed  by  Dr.  H. 
Wiygul,  and  the  tissue  was  reported  to  be  a poorly 
differentiated  malignant  mesenchymal  tumor  from 
left  nostril.  The  nose  and  nasopharynx  were 
treated  with  6,000  r,  air  dose,  of  cesium  tele- 
therapy with  apparent  complete  regression  of  the 
tumor  mass. 

During  the  admission  in  May  1964,  x-ray  studies 
revealed  a large,  cystic  lesion  involving  the  pos- 
terior half  of  the  body  of  the  left  mandible  and 
extending  into  the  ramus  of  the  left  mandible. 
(Plate  V).  A film  of  the  pelvis  also  demonstrated 
calcification  of  the  ovaries,  (Plate  IV)  or  fibromata 
of  the  ovaries.  The  film  of  the  chest  also  showed  a 
dysplasia  of  the  inner  third  of  the  left  clavicle. 


There  were  no  apparent  rib  deformities,  but  she 
did  exhibit  a kyphoscoliosis. 

On  9-26-65,  removed  abdominal  mass-lymph- 
angiectasia (cystic  changes  in  mesentery)  and  13 
basal  cell  carcinomas  of  the  skin. 

On  11-3-65  malignant  mesenchymal  tumor  of 
the  nostril  was  treated  with  local  application  of 
radium  (1440  mg.hrs.),  followed  by  temporary 
regression  of  the  neoplasm. 

On  1-17-66,  recurrent  polypoid  mass,  left  nos- 
tril, was  biopsied  and  reported  as  malignant  mesen- 
chymal tumor. 

The  patient  was  referred  to  Dr.  John  J.  Hicks, 
who  performed  a radical  removal  of  the  recurrent 
malignancy  involving  the  left  maxilla,  left  nostril, 
left  ethmoid  area  and  left  orbit  on  2-7-66.  The 
procedure  required  the  removal  of  part  of  the 
palate,  the  orbital  contents,  portions  of  the  nose 
and  maxilla,  and  also  a portion  of  the  malar  bone  ( 
on  that  side.  Patient  has  a large  operative  defect  ! 
resulting  from  the  above  procedure,  the  defect  ^ 
extending  through  the  left  side  of  the  cheek  defect  1 
into  the  mouth  via  the  palate  defect.  The  tissue  ( 
report  classified  the  neoplasm  as  a fibrosarcoma 
with  tumor  extending  to  the  margins  of  the  | 
specimen.  \ 

The  probabilities  of  recurrence  of  the  malignan-  | 
cy  were  considered  great,  and  in  all  probability  this  ( 
patient  might  require  further  treatment  for  this 
disease  in  the  future.  In  addition,  the  extremely  » 
severe  defect  which  was  present  in  the  left  orbit, 
left  cheek,  left  maxilla,  and  left  side  of  the  palate 
required  subsequuent  plastic  procedures  and  pros- 
thetic appliances.  In  view  of  the  medical  history  as 
outlined  above,  it  was  felt  that  the  prognosis  was  ^ 
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extremely  poor,  and  the  patient  was  considered  to 
be  totally  disabled  at  that  time. 

Case  Summary;  86  basal  cell  carcinomas  of  the 
skin  of  face,  neck,  scalp,  trunk,  left  breast  and  left 
upper  extremity.  Benign  myxoma,  left  maxilla,  at 
age  11.  Malignant  mesenchymal  tumor,  left  maxil- 
I la,  age  26,  Numerous  cysts  of  eyelids,  and  single 

;•  cyst  from  right  index  finger.  Large  cyst,  left 

I mandible,  dysplasia  left  clavicle.  Kyphoscoliosis  of 
, dorsal  spine,  and  calcification  of  both  sides  of 
.(  pelvis,  consistent  with  bilateral  ovarian  calcifica- 
tion, probably  with  associated  ovarian  fibromata. 
Multiple  benign  nevi.  Cystic  mass  of  mesentery 
(Lymphangiectasia),  age  38.  Recurrent  malignant 
mesenchymal  tumor,  left  nostril  age  38.  Recur- 
rence as  metastatic  mesenchymal  tumor,  left  lobe 
lung. 

The  above  summary  takes  us  through  February 


1966.  Since  that  time  the  patient  has  shown  no 
evidence  of  recurrence  of  the  sarcoma  of  maxilla, 
but  has  had  approximately  12  additional  basal  cell 
carcinomas  removed,  and  a metastatic  mesen- 
chymal tumor  of  the  left  lung. 

The  photographs  duplicated  in  this  article  will 
show  the  wide  extent  of  the  lesions,  both  clinically 
and  radiographically,  and  describe  some  of  the 
pathologic  detail. 

The  therapy  of  basal  cell  nevus  syndrome 
continues  to  be  a matter  of  expediency  and  need. 
Contrary  to  the  lesions  of  Epithelioma  Adenoides 
Cysticum  of  Brooke,  the  lesions  found  in  Nevoid 
Basal-cell  Carcinoma  Syndrome  are  inclined  to 
become  seriously  destructive  and  malignancy  is  the 
rule.  Early  destruction  is  indicated^  lest  peristent 
disfigurment  becomes  severe  and  prompt.  The 

CONTINUED  ON  PAGE  39 


(Left  to  Right)  Plate  6: 

D\  splasia  of  inner  third,  left 
clavicle.  Plate  7 : Showing 
residual  facial  defect  after 
niaxilo-facial  surgen  . 
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FIGURE  1. 


Another  Ileostomy  Applianee 

Rube  K.  Huiullcy,  M.D. 

1908  Fairvievv  Avenue 
Dotlian,  Alabama  36301 


The  ideal  appliance  for  the  patient  with  an  ileal 
conduit  is  yet  to  be  found  but  a different  approach 
to  the  problem  is  described  that  includes  the 
characteristics  reliability,  especially  adaptable  to 
children  and  young  adults  active  in  sports;  econo- 
my, costing  very  little  for  each  appliance;  and 
disposability. 

This  particular  appliance  was  devised  by  one  of 
our  patients.  He  designed,  produced  and  wore  the 
appliance  after  undergoing  a cystectomy.  After 
going  through  the  spectrum  of  commercially  avail- 
able appliances  and  not  finding  one  that  suited  bis 
individual  need,  he  developed  this  home-made 
device.  This  idea  has  been  carried  from  patient  to 
patient  throughout  the  community  of  Dothan, 
Alabama,  and  is  described  here  so  that  other 
patients  may  benefit  by  the  experience  of  these 
individuals. 

The  appliance  is  made  from  products  obtained 
from  any  automotive  repair  shop  or  hardware 
store.  The  estimated  cost  of  each  appliance  is  from 
40  to  60  cents  and  the  life  of  the  appliance  is  from 
4 to  6 weeks,  depending  on  the  individual  pref- 
erence. When  removed  it  is  thrown  away,  eliminat- 
ing the  problem  of  objectionable  odor  and  neces- 
sary cleaning  of  the  permanent  type  bag. 

The  appliance  can  be  made  by  the  patient,  or  in 
the  case  of  a child,  by  tbe  child's  parents  and  put 


on  by  tbe  patient.  As  can  be  seen  by  the 
illustrations  the  appliance  has  no  belts,  straps  or 
supports  and  is  held  in  place  by  regular  appliance  t 
cement  applied  over  tincture  of  benzoin.  | 

The  success  of  the  appliance  hinges  on  two 
factors;  1)  The  fact  that  the  appliance  acts  as  an 
extension  of  the  ileal  conduit  for  the  flow  of  urine  j 
into  the  leg  bag  and  does  not  act  as  a weighted 
reservoir  with  tension  on  the  skin  seal;  and  2)  the 
fact  that  the  face  plate  is  made  of  flexible  rubber  | 
that  allows  the  skin  to  be  wrinkled  with  it  and  . 
permits  it  to  lie  flat  conforming  to  the  topography  ! 
of  the  abdominal  wall.  i| 

At  present,  the  appliance  can  only  be  obtained  ( 
by  the  individual  constructing  it  by  the  described  j 
method.  With  a little  practice  almost  any  patient  I 
can  construct  one  for  a trial.  One  patient  designed  I 
a cloth  bag  attachable  to  his  leg  by  an  elastic 
support  to  bold  the  rubber  or  plastic  leg  bag.  This  I 

eliminates  any  possibility  of  accidentally  pulling  | 

off  the  conduit  face  plates.  It  is  hoped  that  in  the  , 

future  the  device  may  be  better  and  more  economi-  I 

cally  constructed  by  a commercial  developer.  The  | 

idea  and  the  device  are  simple,  but  therein  lies  its  j 

success. 

Illustration  No.  1 pictures  the  materials  required  I 
to  make  the  appliance.  ( 
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FIGURE  2. 


FIGURE  3. 


FIGURE  4. 


MATERIALS  REQUIRED: 

a)  The  plastic  top  from  a coffee  can  may  be  used  as  a template. 

b)  An  ACMI  collector  bag. 

c)  A standard  stoma  gauge  to  measure  the  size  of  the  stoma. 

d)  A short  length  of  rubber  or  polyethylene  tubing. 

e)  Scissors. 

f)  One  inch  adhesive  tape. 

g)  Cured  nibber  tire  patching  (3”  individual  patches  if  sheets  are 
not  available). 

h)  Tire  patching  cement. 

i)  Talcum  powder. 


FIGURE  5. 


Step  One:  The  diameter  of  the  stoma  should  be 
measured  with  a stoma  gauge  or  centimeter  ruler. 

A template  should  be  made  using  the  plastic  top 
from  a coffee  can,  being  two  to  three  centimeters 
larger  in  diameter  than  the  stoma.  These  measure- 
ments can  be  used  to  mark  off  the  face  plate  on 
the  rubber  tire  patching  as  shown  in  Illustration 
No.  2.  A precut  three  inch  circular  patch  is 
available,  eliminating  the  need  to  measure  and  cut 
one  out. 

Step  Two;  After  marking  off  the  inside  and 
outside  diameter  of  the  face  plate,  cut  it  out  as 
shown  in  Illustration  No.  3 and  thin  the  edges  to 
the  desired  size.  One  of  the  advantages  as  stated  is 
that  it  can  be  tailored  to  each  patient's  measure- 
ments and/or  appliances. 

Step  Three:  Turn  the  collecting  bag  inside  out  so 
that  the  rolled  rubber  edge  is  inside.  See  Illustra- 
tion No.  4. 

Step  Four;  Place  the  plastic  guide  inside  the 
collecting  bag.  With  the  bag  stretched  over  the 
guide,  apply  the  rubber  cement  to  the  surface  and  — 


FIGURE  6. 
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FIGURE  7. 


FIGURE  8. 


cement  the  rubber  faceplate  to  it  with  the  sticky  ; 
side  down.  (The  sticky  side  is  the  side  with  the 
removable  paper  applied  to  it.)  See  Illustration  No. 

5.  Press  all  of  the  air  bubbles  out  to  make  a tight 
bond  between  the  two  rubber  surfaces.  This  takes  a ‘ 

little  time  but  it  is  necessary  for  the  reliability  of  i: 

the  appliance.  Remove  the  plastic  guide  through 
the  stoma  opening  and  turn  the  collecting  bag  ‘ 
inside  out.  ^ 

Step  Five:  Cut  off  the  rolled  rubber  edge  of  the  t 
collecting  bag  to  make  it  smooth.  See  Illustration 
No.  6. 

Step  Six:  Apply  the  length  of  tubing  to  the  end 
of  the  collector  bag  by  dropping  it  through  the  bag  i 
and  pushing  it  out  of  the  nipple  after  first  dusting  4 
the  inside  of  the  bag  with  talcum  powder.  Remove  I 
the  backing  from  the  inside  of  the  faceplate  and  r 
apply  directly  to  the  skin  with  skin  adhesive.  The 
use  of  tincture  of  benzoin  on  the  skin  surface  prior 
to  appliance  of  the  cement  has  minimized  skin 
irritation.  See  Illustration  No.  7. 

Step  Seven:  The  appliance  can  be  attached  to 
any  satisfactory  leg  or  bed  drainage  bag. 

Herein  has  been  described  a simple  ileostomy 
collecting  apparatus  that  meets  three  important 
criteria:  reliability,  economy,  and  disposability. 
While  we  wait  for  the  ideal  appliance,  this  may 
suffice  since  it  is  a simple,  home-constructed 
appliance  and  allows  the  patient  a wider  variety  of 
activities  without  discomfort.  □ 
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\ Ca\sc  Report 


‘‘H-Type''  Traeheoesoplumeal  Fistula 
Fndoseopie  Diagnosis 


william  L.  Buntain,  M.D.* 
Robert  P.  Belin,  M.D. 


ABSIRACT 

i he  diagnosis  of  “H-t\  pe”  tracheoesophageal 
fistulas  in  infants  can  he  safely  made  with  relative 
case  using  the  telescopic  cmloscopcs.  Management 
can  he  appropriately  and  promptly  carrictl  out 
based  on  endoscopic  documcnuition.  A recent  and 
representative  case  is  reported. 


CASE  REPORT 

A 36  hour  old  male  infant  was  noted  to  have  severe 
choking,  coughing  and  cyanosis  with  feedings. 
After  attempts  to  pass  a nasogastric  tube  were 
unsuccessful,  a diagnosis  of  tracheoesophageal  fis- 
tula with  proximal  esophageal  atresia  was  made. 
However,  efforts  to  confirm  this  diagnosis  resulted 
in  the  successful  passage  of  a firm  nasogastric  tube 
into  the  stomach.  Because  of  the  history  suggestive 
of  the  possibility  of  an  "H-type"  tracheoesoph- 
ageal fistula  bronchoscopy  and  esophagoscopy 
were  undertaken  with  a Storz  telescopic  endoscope 
(Storz  Endoscopy  American,  Los  Angeles,  Cali- 
fornia). The  tracheal  mucosa  was  mildly  inflamed 
and  2.5  to  3.0  cm  proximal  to  the  carina  in  the 
posterior  membraneous  trachea  was  an  easily  rec- 


*Chicf  of  Surgery,  The  Children’s  Hospital;  Asso- 
eiate  Professor,  Department  of  Surgery  , Direetor, 
Division  of  Pediatrie  Surgery,  University  of  Ala- 
bama Sehool  of  Medieine,  Birmingham,  Alabama. 

Reprint  Requests:  William  L.  Buntain,  M.D.,  Department  of 

Surgery,  The  Children’s  Hospital,  1601  6th  Avenue  South,  Birming- 
ham, Alabama  35233 


ognized  "pit,"  classical  for  an  "H-type"  tracheo- 
esophageal fistula.  A number  3 ureteral  catheter 
was  passed  via  the  trachea  through  the  fistula  and 
transesophageally  into  the  stomach.  This  was  con- 
firmed by  transabdominal  wall  palpation  and  x-ray 
(Figure  1 ).  The  endoscope  was  withdrawn  from  the 

CONTINUED  ON  PAGE  39 


Figure  1:  A cross-tabic  roentgenogram  showing  the 
ureteral  catheter  in  the  trachea  posterior  to  the 
endotracheal  tube,  traversing  the  tracheoesoph- 
ageal fistula  (cephalad  arrow)  above  the  clavicles 
and  coiling  in  the  stomach  (caiulad  arrow).  This 
demonstrates  the  ti'ansfistula  passage  of  the  cathe- 
ter and  therefore  the  presence  of  the  fistula;  the 
course  of  the  fistula  in  a pro\imal-traehca-to- 
distalcsophagus  ‘‘N-type’’  fashion;  the  level  of  the 
fistula  above  the  clavicles  aiul  st)  accessible  via  a 
cervical  approach;  and  the  presence  in  the  stomach 
confirming  distal  esophageal  patenev  . 
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Tlie  Uninformed  Patient- 
An  Unnecessary  Risk 


Physicians  are  being  sued  often  and 
successfully.  Yet  a large  percentage  of 
these  professional  liability  suits  have 
no  objective  medical  or  legal  merit. 
We  at  Jeppesen  Sanderson  believe 
comprehensive  and  docu- 
mented patient  education  is 
an  essential  part  of  the  solution 
to  this  phenomenon. 


MED  PREP  or  Medical  Patient 
Risks  Education  Program  was 
developed  for  this  purpose. 

The  planned  MED  PREP  library 
of  over  250  audiovisual  pre- 
sentations will  cover  16  spec- 
ialties. Each  film  describes  a medi- 
cal or  surgical  procedure  along  with 
a number  of  significant  potential 
risks  and,  in  most  instances,  some 
possible  alternative  courses  of 
treatment. 


The  MED  PREP  information  is  pre- 
sented in  easy-to-understand  language 
and  in  a warm  and  personal  manner. 
After  viewing  the  film  and  being  given 
the  accompanying  briefing  folder,  the 
patient  signs  the  folder’s  tear- 
off  portion  which  then  can 
become  a part  of  the 
patient’s  permanent  file. 


MED  PREP  provides  sensitive 
and  perceptive  patient  brief- 
ings and  documents  that  the 
information  has  been  received. 
MED  PREP  is  now  availa- 
ble to  Alabama  physicians 
through  the  Medical  Association  of 
the  State  of  Alabama.  For  more 
information  about  MED  PREP  and 
the  benefits  to  patients  and  phy- 
sicians, contact  Dianne  Juhan  at 
263-6441. 


JEPPESEIM  SAIMDERSOIM 

Available  through  the  Medical  Association  of  the  State  of  Alabama, 
19  S.  Jackson  Street,  Montgomery,  AL  36104  • 263-6441 


PHYSICIAM^S  PLACEMENT  SERVICE 

The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians'  Placement  as  a service  to  the  medical  profession  in  the  state  of  Ala- 
bama. Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making  inquiry.  Physicians  wishing  to  estab- 
lish practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  information  write:  Mr.  Emmett  Wyatt,  Executive 
Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (205)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


FAMILY  PRACTICE:  Age  52;  St.  Louis 

University,  1961;  National  Board  Certified; 
seeking  practice  in  multi-specialty  group, 
single  specialty  group  or  industrial.  Avail- 
able October  1978.  LW-11662. 

GENERAL  PRACTICE/FAMILY  PRAC- 
TICE; Age  57;  University  of  Kansas,  1950; 
Will  be  American  Board  Eligible  m 1978  in 
Family  Practice;  seeking  practice  in  ad- 
ministrative, institutionally  based  or  public 
health.  Available  September  1978. 
LW-10786. 

FAMILY  PRACTICE:  Age  31;  Ramathibodi 
Hospital,  Bangkok,  1973;  American  Board 
Eligible;  seeking  practice  in  solo,  partnership 
or  single  specialty  group.  Available  Novem- 
ber 1978.  LW-10796. 

INTERNAL  MEDICINE/PEDIATRICS:  Age 
36;  Gandhi  Medical  College,  1963;  Ameri- 
can Board  Certified;  National  Board  Eligi- 
ble; seeking  practice  in  specialty  in  a medi- 
um sized  town.  Available  October  1978. 
LW-07378. 

INTERN:  Age  31;  UAB  1975;  seeking  prac- 
tice in  Internal  Medicine  in  south  Alabama 
or  Mobile  area.  Available  1980.  LW-02 

INTERN:  Age  29;  UAB  1975;  seeking  prac- 
tice in  General  Surgery /General  Practice  in 
city  of  50,000  to  150,000  population. 
Available  July  1979.  LW-03 

INTERNAL  MEDICINE:  Age  32;  Tulane, 
1971;  American  Board  Certified  in  1974  in 
Internal  Medicine;  seeking  practice  in  town 
of  25,000  to  50,000  population.  Available 
at  a negotiable  time.  LW-0500. 

INTERNAL  MEDICINE/PULMONARY 
DISEASES:  Age  55;  Southwestern  Medical, 
1948;  American  Board  Certified  in  Internal 
Medicine;  seeking  practice  in  school  health, 
institutionally  based,  or  public  health.  Avail- 
able April  1979.  LW-11941. 

MEDICAL  STUDENT:  Age  26;  Universidad 
Central  Del  Este,  Dominican  Republic, 
1982;  seeking  family  practice  in  community 
willing  to  finance  a medical  student. 
LW-071  78. 

UROLOGY:  Age  31,  New  York  Medical 

College,  1974;  seeking  practice  in  a group, 
partnership  or  solo.  Available  July  1,  1979. 
LW-07278. 

OPHTHALMOLOGY:  Age  33;  Vanderbilt, 
1970;  American  Board  Certified;  seeking 
assistant  or  associate  practice.  Available 
September  1978.  LW-201. 

ORTHOPEDIC  SURGEON:  Age  31;  Med. 
College  of  Georgia  1972;  seeking  practice  m 
town  of  50,000  plus  population.  Available 
August  1979.  LW-701 

PEDIATRICS:  Age  45;  University  of  Toron- 
to, 1956;  seeking  assistant  or  associate, 
industrial  or  institutional  practice.  Available 
at  a negotiable  date.  LW-300. 


PSYCHIATRY:  Age  54;  University  of  Cin- 
cinnati, 1951;  American  Board  Eligible  in 
Psychiatry;  seeking  general,  specialty,  or 
assistant  or  associate  practice  in  town  of 

100.000  plus  population  preferably  Mont- 
gomery. Available  this  summer.  LW-0502. 
SURGEON:  Age  35;  Medical  University  of 
South  Carolina,  1968;  seeking  practice  in 
specialty  in  a town  with  a population  of 

50.000  - 200,000.  Available  in  the  fall  of 
1978.  LW-0503. 

SURGEON,  GENERAL/FAMILY  PRAC- 
TICE: Age  32;  Univ.  of  Mississippi  1973; 
will  be  American  Board  eligible  in  1978  in 
General  Surgery;  seeking  single  specialty  or 


family  practice,  OBSTETRICS  & 
GYNECOLOGY,  ORTHOPEDIC  SUR- 
GERY, AND  PEDIATRICS:  Opportunity  in 
progressive  community  seeking  to  expand 
Its  Medical  Community.  Southeast  Alabama 
town  with  population  of  14,000  within 

50.000  population  trade  area  located  on 

45.000  acre  lake.  Resort-oriented  town 
within  minutes  of  the  beach  and  larger  cities 
contains  a progressive  74  bed  hospital. 
Ample  opporltunity  for  full  professional 
and  personal  life.  Excellent  school  systems, 
churches;  and  unlimited  recreational  facili- 
ties with  fishing,  boating,  hunting  unexcel- 
led. PW-17. 

family  physician— Opportunity  to  as- 
sociate with  an  established  physician  in  a 
new  well  equipped  office,  having  x-ray, 
EKG,  and  a medical  technologist,  hospital 
provlleges,  no  investment,  town  of  four 
thousand,  located  thirty-five  miles  south  of 
Tuscaloosa,  plenty  of  time  off  for  abund- 
ance of  local  hunting,  fishing,  and  boating 
or  continuing  medical  education.  PW-13. 

family  physician— Opportunity  to  es- 
tablish gratifying  practice  in  Southwest  Ala- 
bama community  of  9,000  with  a trade  area 
of  25,000,  located  within  minutes  of  Mobile 
and  Gulf  Beaches.  Associations  with  es- 
tablished family  physician  possessing  well- 
equipped  offices  available.  Invitation  to  visit 
with  expenses  paid  will  be  directed  to  those 
who  qualify.  PW-26 

GENERAL  PR  ACT  I T I ON  E R— Opport  un  I ty 
in  central  Alabama  town  of  30,000  popula- 
tion. Located  30  miles  east  of  Montgomery, 
Alabama,  and  28  miles  west  of  Auburn 
University.  Adjacent  to  Lake  Martin.  A new 
77-bed  hospital  with  a new  Medical  Arts 
Complex  adjoining  with  office  space  avail- 
able. Guaranteed  income  for  a General 
Practitioner  or  Family  Physician.  PW-4. 


multi-specialty  group  or  partnership.  Avail- 
able October  1978.  LW-08593 

SURGEON:  Age  34;  Vanderbilt,  1970;  Na- 
tional Board;  seeking  practice  in  town  of 
10,000-200,000  population.  Available  Sep- 
tember 1979.  LW-401 

SURGEON:  Age  31;  UAB  1973;  National 
Board;  seeking  associate  practice  in  town  of 

25,000  plus  population.  Available  July 
1979.  LW-400 

UROLOGY:  Age  30;  Yale  Univ.  1974; 

National  Board;  seeking  associate  practice  or 
hospital-based  practice.  Available  June 
1979.  LW-800 


OPPORTUNITY  for  Surgeon,  Family  Practi- 
tioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 

35.000  population,  located  100  miles  north- 
west of  Birmingham.  May  begin  as  associate 
working  with  three  other  physicians  or  solo 
working  with  same  doctors.  Office  space 
immediately  available.  Excellent  location 
near  mountain  lakes,  river,  hunting,  fishing, 
boating,  golfing  and  nearby  to  Metropolitan 
Area.  PW-14. 

OPPORTUNITY  in  northeast  Alabama  com- 
munity of  1,200  population,  trade  area  of 
6,000-17,000  population;  nearest  large  cities 
of  13-20  miles.  Physician  in  the  town  died 
recently.  Office  space  and  housing  readily 
available.  Government  work  and  industry. 
School  and  several  churches.  Recreational 
and  social  activities.  PW-6. 

OPPORTUNITY  for  general  practitioner  in 

20.000  population  trade  area,  town  of 

7.000  population  located  in  Southwest  Ala- 
bama. City  of  Mobile  located  65  miles  away. 
35-bed  hospital  in  the  town.  Manufacturing 
plants— textile,  chemical  and  forest  pro- 
ducts. Recreational  facilities.  PW-8. 
PEDIATR ICI  AN— Wanted  to  join  estab- 
lished three  man  pediatric  group.  All  are 
board  certified.  Excellent  fringe  benefits 
from  our  professional  corporation.  Un- 
limited recreational  activities  with  quality 
schools  and  churches  in  this  metropolitan 
central  Alabama  city.  PW-16. 

PHYSICIAN  WANTED  to  take  over  busy 
practice  m General  Medicine  in  convenient 
location  of  Tuscaloosa.  PW-05178 

RA Dl O LOG  1ST— Must  be  experienced  and 
capable  in  all  phases  of  special  procedures 
including  angiography,  ultrasound,  CT,  and 
nuclear  medicine.  Immediate  opening  in 
expanding  multispecialty  private  hospital  in 
progressive  city  of  50,000  in  Southeast 
Alabama.  Salary  open  to  negotiation.  PW-27 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 
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A Diatribe  On 
Lousy  Slides 


By  GEORGE  D.  OET  l ING,  Ed.D., 

It  was  my  first  big  meeting  as  MASA 
Education  Director. 

The  august  gathering  of  CME  ex- 
perts from  around  the  nation  marched 
to  their  places  on  the  dais  of  on?  of 
those  delightfully  elegant  meeting 
rooms  in  the  Chicago  Palmer  House. 

The  program  began  — illustrated 
with  35mm  slides  that  looked  like 
they  had  been  hand-typed  on  Saran 
WrapI  Finally,  after  suffering  through 
several  lousy  slide  presentations,  a 
speaker  came  on  with  clear,  well- 
prepared  slides.  The  audience  actually 
clapped  in  appreciation  for  his  efforts 
as  the  first  slide  was  projected. 

Time  passes.  It  is  now  June  1978  at 
the  AMA  meeting  in  St.  Louis.  A 
high-level  AMA  staffer  is  using  slides  at 
a special  CME  program  to  explain 
recent  national  organizational  changes. 
"This  next  chart,"  he  apologized, 
"looks  like  the  wiring  diagram  for  a 
TV  set."  It  did,  and  it  was  totally 
useless  in  clarifying  the  material  he 
was  presenting. 

How  many  times  have  you  suffered 
through  CME  presentations  where  the 
audio  visual  materials  detracted  from 
the  presentation?  What  are  your  feel- 
ings when  this  happens?  Perhaps  like 
mine,  exasperation,  "tuning  out"  on 
the  speaker  and  less  personal  effort  to 
learn  something.  This  is  really  unfor- 
tunate because  a physician's  time  for 
attending  CME  programs  is  limited  and 
every  instructional  minute  should 
count  — particularly  when  one  cal- 
culates the  total  cost  of  the  physicians 
time  for  all  those  in  attendance. 

Have  I sold  you  on  the  problem?  If 
so,  then  outlined  below  are  some 
suggestions  to  help  you  prepare  better 
35mm  slides  for  your  next  CME  pres- 
entation. (This  article  focuses  on 
35mm  slides  since  these  appear  to  be 
the  most  popular  AV  aid  at  CME 
programs.)  Some  comments  are  a bit 
wry  — deliberately  so,  to  focus  on 


Director  of  Education 

problems  noted  at  CME  programs  as 
well  as  many  years  of  work  with 
teachers. 

Basic  Assumptions:  When  preparing 
and  using  35mm  slides,  please  assume 
the  following; 

• The  audience  can  read  English 
words  (without  your  verbal  help). 

• Most  people  in  your  audience  do 
not  have  photographic  minds  capable 
of  instantly  absorbing  complicated  dia- 
grams or  hundreds  of  words. 

• Occasionally,  your  audience  may 
need  audio  visual  help  to  keep  ideas 
straight  during  your  presentation. 
(You  also  might  need  this  help.) 

• Your  audience  is  sitting  there  to 
learn  something— hopefully  useful  in 
their  professional  work.  (They  are  not 
there  to  be  dazzled  by  your  genius!) 

Yard  Sale:  Next,  go  through  your 
stockpile  of  slides,  and  either  have  a 
yard  sale  or  just  throw  away  all  of  the 
following  type  slides: 

• Conceptual  models 

• Organizational  Charts 

• Blow-ups  of  charts,  diagrams  and 
figures  taken  from  medical  text  books 
with  a 35mm  close-up  lens 

• Long  lists  of  symptoms,  treat- 
ments, etc. 

Perhaps  this  is  a bit  extreme,  but 
most  slides  in  the  above  categories  are 
either  not  adequately  explained  in 
most  presentations  or  are  so  full  of 
words,  lines  and  blocks  that  they  are 
depressing  to  view  and  in  most  cases 
unreadable  beyond  the  first  row  of 
seats. 

If  you  must  deal  with  these  areas, 
use  a handout  that  can  be  referred  to 
or  break  down  the  chart  or  model  into 
several  elements  and  blow-up  each 
element  on  a separate  slide. 

Practical  Design  Hints: 

Now  let's  get  to  a few  specific 
suggestions  to  consider  when  you  draft 
the  words,  diagrams,  etc.,  to  be  put  on 
your  slides; 


• Use  a few  key  words  to  communi- 
cate your  ideas.  They  can  be  con- 
sidered a speech  outline  you  use  to 
expand  upon  and  develop.  (If  you 
project  long  complete  sentences, 
which  are  read  to  the  group,  then  you 
have  an  elementary  reading  class,  not  a 
physician  CME  program!) 

• Limit  the  total  number  of  lines  on 
your  slide  to  5-6,  so  that  only  the 
main  thoughts  are  highlighted.  Also 
double  space  the  lines.  (Slides  which 
look  like  a textbook  page  are  depres- 
sing to  look  at,  and  cannot  distinguish 
the  major  points.) 

• Use  the  biggest  letters  possible  on 
the  slide.  The  fact  that  the  slide  is 
clear  and  readable  to  you  at  the 
podium,  does  not  mean  that  this  is 
also  true  for  the  poor  guy  in  the  rear 
row.  A quick  way  to  check  this  out  is 
to  hold  your  finished  slide  at  arms 
length.  If  you  can  read  the  slide,  so 
can  your  audience. 

• Use  contrasting  colors  which  are 
readable  and  pleasant  to  the  eye.  Black 
printing  on  a clear  or  light  background 
is  easily  washed  out  under  poor  light- 
ing . conditions.  "Blue-print"  slides 
(blue  background  with  white  lettering) 
are  excellent,  as  well  as  black  on 
orange  or  yellow,  orange  on  blue,  and 
many  others  which  produce  good  col- 
or contrast. 

• Get  further  help  as  needed  from 
local  sources.  There  are  many  educa- 
tional professionals  nearby  in  the  pub- 
lic schools  and  colleges  who  have  been 
trained  in  this  area  and  probably 
would  be  willing  to  assist  you. 

In  some  cases,  they  may  even  have 
facilities  available  where  you  can  make 
the  slides.  Check  the  library:  there  are 
many  good  reference  books  on  this 
subject.  (A  good  article  used  in  prepar- 
ing this  diatribe  is  "Keep  it  Simple, 
Stupid,"  Medical  Meetings,  May  1977. 
Contact  me  if  you  would  like  a copy.) 

• Find  a hard-nosed  colleague  who 
will  be  willing  to  sit  at  the  rear  of  the 
hall  through  a "dry  run"  of  your 
program  and  slides.  Ask  him  to  cri- 
tique the  slides.  Where  they  clear, 
readable,  necessary  to  understand- 
ing—i.e.,  did  they  aid  in  his  learning? 

There  is  hackneyed  joke  among 
audio-visualers  that  an  expert  is  some-  ( 
one  from  out  of  town  who  is  or-  1 
ganized  and  uses  colored  slides.  This  I 
does  not  make  him  a teacher.  □ i 
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lesions  in  the  syndrome  are  inclined  toward  pro- 
gressive destructiveness  all  of  the  patient's  life  and 
cooperation  of  both  patient  and  physician  are 
needed  at  all  times. 

X-irradiation  is  not  the  method  of  choice  for 
most  lesions. 5 It  is  better  to  use  repeated  electro- 
desiccation, or  actual  scapel  surgery  on  early 
lesions.  Cryosurgery  can  do  just  as  much  for  the 
nevoid  basal-cell  carcinoma  syndrome  victim,  as  it 
can  for  any  other  superficial  lesion  and  if  it  is  the 
best  modality  of  the  surgeon  it  may  well  be  the 
treatment  of  choice.  Experience  with  the  results 
with  5-Fluorouracil  creams  and  liquids  has  been 
less  than  satisfactory.  When  deeper  lesions  are 
found  such  as  mesenchymal  lesions,  squamous- 
celled  lesions  that  are  seriously  progressive,  cobalt 
radiation  therapy  may  be  necessary.  It  is  not 
believed  interstitial  radium  is  well  used  by  many 
therapists  at  this  time.  Moh's  chemosurgical  tech- 
nic might  have  a place  in  an  isolated  lesion,  but  the 
frequent  recurrences  seem  to  make  it  more  cum- 
bersome and  time  consuming  than  other  usually 
used  modalities. 


No  systemic  antimetabolities-vincristin,  metho- 
trexate, and  others— have  had  enough  use  to 
comment  upon,  but  this  is  experimental  therapy 
and  one  can  hope  a combination  will  eventually  be 
found  that  can  yield  more  promising  results. 

Summary:  A case  of  nevoid  basal-cell  carcinoma 
syndrome  is  presented  with  analysis  of  the  associ- 
ated abnormalities,  and  a discussion  of  the  appro- 
priate methods  of  patient  care  in  these  cases  is 
detailed.  □ 
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“H-TYPE”  TRACHEOESOPHAGEAL  FISTU  LA  CONTI  NUED  FROM  PAGE  35 


trachea,  an  endotracheal  tube  placed  and  the 
esophagus  evaluated.  The  ureteral  catheter  was 
visualized  entering  the  anterior  esophagus  1.5  to 
2.0  cm  distal  to  where  the  catheter  entered  the 
tracheal  origin  of  the  fistula  and  was  seen  to 
traverse  the  remainder  of  the  esophagus  into  the 
stomach. 

It  was  apparent  that  the  fistula  was  of  the  "N" 
or  "H-type"  and  was  high  enough  in  the  trachea  to 
allow  a transcervical  approach.  This  was  successful- 
ly accomplished  without  complication  and  the 
infant  discharged  on  regular  formula  on  the 
seventh  postoperative  day. 

Comment 

As  had  been  previously  alluded  to  by  Johnsoni, 
Hendren2,  and  Aliens,  Gans  and  Johnson^  recent- 
ly documented  and  emphasized  the  unique  ability 
to  diagnose,  document  and  catheterize  "H-type" 
tracheoesophageal  fistulas  using  the  Storz  en- 
doscopy equipment.  This  report  accomplishes  a 
similar  result  utilizing  roentgenography  for  con- 
firmation of  diagnosis  and  location  of  the  fistula. 


This  had  been  previously  reported^.e  using  con- 
ventional open  tube  endoscopy  equipment  but  was 
believed  to  be  a difficult  and  potentially  hazardous 
procedure. 7 The  accuracy,  safety  and  relative  ease 
of  documentation  and  management  of  these  fis- 
tulas using  the  telescopic  endoscopes  should  elimi- 
nate other  complicated  and  unsatisfactory  maneu- 
vers. □ 
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COMMITTEE  OF  PUBLIC  HEALTH 


The  State  Committee  of  Public  Health  took  the  following 
actions  at  its  meeting  on  June  14,  1978: 


• Held  a joint  hearing  with  the  Emergency  Medical  Services 
Advisory  Board  and  revised  the  Rules,  Regulations  and 
Standards,  recommending  the  addition  of  MAST  Trouser 
Units  as  antishock  equipment  and  modifying  first  aid  kits 
to  include  the  poison  antidote.  Activated  Charcoal. 

• Reconfirmed  the  appointment  of  the  State  Registrar  of 
Vital  Statistics. 

• Was  advised  regarding  the  deficiencies  in  divorce  reporting 
in  Alabama. 

• Took  note  of  the  need  for  a list  of  diseases  considered  to 
be  infectious,  contagious  and  dangerous  to  the  public 
health  for  reporting  by  Local  Registrars  as  causes  of  death. 

• Requested  the  drafting  of  a bill  to  update  the  list  of 
notifiable  diseases. 

• Concurred  in  tbe  action  of  the  State  Health  Officer  in 
interpreting  the  milk  regulations  dealing  with  the  shelf-life 
of  cultured  dairy  products. 

• Approved  the  new  Tuberculosis  bed  allocation  formula 
by  contract  hospital  proposing  a 72-bed  allocation  total  for 


1979. 

• Concurred  in  the  federal  action  placing  phenylcyclo- 
hexylamine  in  Schedule  II  effective  June  16,  1978. 

• Received  information  regarding  legal  actions  dealing  with 
radiation. 

• Approved  the  initial  issuance  of  Assurance  of  Need  for  13 
facilities. 

• Held  a hearing  regarding  two  competing  projects  for 
primary  health  care  centers  for  northern  Shelby  County 
and  rejected  both  proposals  on  the  basis  of  cost  contain- 
ment. 

• Authorized  a letter  of  opposition  regarding  the  use  of  the 
Statewide  Health  Coordinating  Council  as  a mediator  on 
issues  relating  to  "Apt)ropriateness  Review"  where  Health 
Systems  Agencies  and  the  State  Health  Planning  and 
Development  Agency  cannot  agree. 

• Unanimously  objected  to  the  extension  of  authority  of 
HSAs  for  review  and  approval/disapproval  of  federal  funds 
beyond  that  already  authorized. 

• Recognized  new  Council  Chairman,  L.  M.  Russell, 
D.V.M.,  Council  on  Animal  and  Environmental  Health, 
replacing  N.  B.  King,  D.V.M.,  whose  term  as  Chairman  has 
expired. 

• Noted  that  James  A.  Pittman,  Jr.,  M.D.,  was  re-elected 
Chairman  of  the  Council  on  Prevention  of  Disease  and 
Medical  Care. 

• Concurred  in  the  development  of  a project  proposal 
coordinating  efforts  of  the  Bureau  of  Maternal  and  Child 
Health,  Rural  Health  Initiatives  and  County  Health  Depart- 
ments in  six  counties  as  an  extension  of  services  to  mothers 
and  infants  in  that  area. 

• Approved  a request  from  the  Alabama  Hospital  Associa- 
tion to  cooperate  in  the  provision  of  vital  data  for  a special 
project  with  confidentiality  control. 

• Concurred  in  the  bidget  projection  of  available  state 
funds. 
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‘resistant  fo  penicillin  G among  community-acquired 
staph  infections.  Data  on  file,  Bristol  Laboratories. 


WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 

TEGOPEN* 

(doxadllin  sodium) 

“THE  PENICILLIN  OF  TODAY” 

■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.f 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  I'ltno  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.t 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs  before  meals. 
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HILL  CREST  HOSPITAL 


This  113-bed  private  psychiatric  hospital  offers: 

* full  physical  and  psychological  diagnostic  facilities 

* staff  psychiatrists,  psychologists  and  consultants  in  all  medical  specialties 

* extensive  activities  therapy  program 

* in-depth  social  service  department 

* primary  care  nursing 

* biofeedback 

* Higdon  Hill  School  for  adolescents,  in  patients,  day-students,  residential 

* private  and  semi-private  rooms 

* spacious,  landscaped  campus  in  metropolitan  Birmingham  area 

* acceptance  of  most  major  insurance  carriers  — medicare  approved 

* membership  in  American  Hospital  Association,  National  Association  of  Private  Psy- 
chiatric Hospitals,  Alabama  Haspital  Association  and  Birmingham  Regional  Hospital 
Council 

fully  accredited  by  Joint  Commission  on  Accreditation  of  Hospitals 

patient  referrals  accepted  directly  to  hospital  through  admitting  department 

For  more  information,  call  1 -800-292-8553  toll  free  in  Alabama,  or  write  Department  of 
Community  Relations  for  information  brochure. 

HILL  CREST  FOUNDATION,  INC. 

6869  Fifth  Avenue  South  Birmingham,  Alabama  35212 

PHONE:  205-836-7201 
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Mrs.  Aubrey  E.  Terry 
President,  A MASA 


Have  An  AMA-ERF  Year 


When  it  comes  to  winning  in  this 
particular  field  we  certainly  have  the 
team  that  knows  how  to  do  it.  Since 
the  AMA-ERF  program  was  estab- 
lished in  1962,  almost  S85  million  in 
loans  have  been  arranged  and  guar- 
anteed by  the  American  Medical  Asso- 
ciation Education  and  Research 
Foundation.  This  is  one  of  the  main 
projects  of  the  Auxiliary  — to  raise 
money  to  be  used  as  unrestricted 
funds  for  medical  schools,  and  to 
provide  guaranteed  loans  to  medical 
students,  interns  and  residents. 

AMASA  raised  $31,247.79  this  past 
year  for  medical  education  in  Ala- 
bama. Due  to  the  fact  that  con- 
tributors are  given  the  opportunity  of 
designating  the  schools  of  their  choice, 
the  breakdown  is  in  different  amounts. 
Accepting  checks  at  the  convention 
for  use  in  their  respective  schools  were; 
Dean  James  A.  Pittman,  Jr.,  Medical 
College,  University  of  Alabama,  Bir- 
mingham, over  $21,000  (according  to 
national  information  this  is  the  6th 
largest  AMA-ERF  grant  given  to  a 
medical  school  in  the  nation  for 
1977);  Assistant  Dean  Clyde  Huggins, 
University  of  $outh  Alabama  Medical 
$chool.  Mobile,  over  $6,000;  and  Dean 
Silas  Grant,  University  of  Alabama 
School  of  Primary  Care,  Huntsville, 
over  $3,500. 

The  money  is  raised  and  given  in  a 
variety  of  ways.  We  have  many  fund- 
raising projects  and  one  of  the  most 
effective  to  date  seems  to  be  the 
Christmas  Sharing  Card.  A Christmas 
idea  developed  recently  in  Franklin 
County  is  the  Sharing  Tree  to  be  used 
in  hospital  lobbies.  This  should  work 
well  in  counties  with  small  member- 
ships. During  this  past  holiday  season 
over  $21,000  was  donated  by  physi- 


cians and  their  spouses  to  AMA-ERF 
in  leiu  of  sending  individual  greetings. 

Jef  ferson-Birmingham  was  pre- 
sented the  1977-78  award  by  Mrs. 
Donald  J.  O'Brien,  State  AMA-ERF 
Chairman,  for  the  largest  total  amount 
per  Auxiliary  for  the  state  with 
S9,636.54  contributed.  Other  awards 
were  given  in  two  categories; 

Counties  with  membership  under 
50; 

Largest  amount  per  member;  Col- 
bert—$51  .71 . 

Largest  increase  per  member; 
Franklin— $27.90. 

Counties  with  membership  over  50; 

Largest  amount  per  memter;  Mo- 
bile-$27.28. 

Largest  increase  per  member;  Mo- 
bile-$4.50. 

In  past  months  it  is  noteworthy  that 
contributors  in  Colbert  County  were 
most  generous  — this  being  a fitting 
memorial  for  our  beloved  past  AMA- 
ERF  Chairman,  Mrs.  Howard  C.  John- 
son. 

To  have  an  AMA-ERF  Year  even 
better  than  last  we  must  play  a year 
round  game  — making  plans  and  carry- 
ing out  activities  monthly.  With  the 
rapidly  rising  cost  of  medical  educa- 
tion and  dwindling  state  funds,  our 
schools  are  looking  more  than  ever  for 
support  from  the  private  sector.  The 
need  is  great.  I sincerely  hope  every 
Society  and  Auxiliary  will  take  the 
AMA-ERF  ball  and  run  to  reach  higher 
contribution  goals  than  ever  before. 
Only  then  can  we  continue  to  be  a 
100%  winning  team. 
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The  135  iiiembeTS  of  the  Alabama  Soeiety  of  Xuelear  Medieine, 
reeeiitly  extended  representation  on  MASA’s  Interspeeialty 
(vouneil,  join  witli  other  physieians  in  the  field  to  mark  25  years 
of  exist enee  as  a speeialty.  A nnelear  medieine  resideney  program  in 
Binnins»liam  is  proof,  w here  none  was  needed,  that  the  speeialty  is 
firmly  entrenehed  in  modem  medieine.  The  followim^  story  is  a brief 
overview  of  the  present  state  of  the  art.  - By  Win.  H.  MeDonald 


Some  say  that  what  really  founded 
nuclear  medicine  was  the  discovery  of 
the  affinity  of  iodine  for  the  thyroid. 
But  Marshall  Brucer,  M.D.,  writing  in 
The  25th  Anniversary  issue  of  the 
Journal  of  Nuclear  Medicine,  opts  for 
an  earlier  moment  in  history: 

"In  the  beginning,  a boa  constrictor 
defecated  in  London  and  the  sub- 
sequent development  of  nuclear  medi- 
cine was  inevitable.  It  took  a little 
time,  but  the  139-year  chain  of  cause 
and  effect  that  followed  was  inex- 
orable...." 

It  was  in  June  1815  when  a young 
chemist  named  William  Prout  attended 
an  exotic  animal  exhibition  held  on 
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the  Strand  on  London.  A boa  con- 
strictor, recently  captured  in  South 
America,  defecated  and  Prout 
managed  to  collect  a specimen.  Just  a 
year  earlier  he  had  isolated  the  first 
pure  sample  of  urea  — from  the  urine 
of  patients  with  gout. 

Dr.  Prout,  who  received  his  M.D. 
from  the  University  of  Edinburgh,  is 
now  regarded  as  the  first  clinical  path- 
ologist, although  he  wasn't  called  that 
at  the  time. 

He  dissolved  the  snake's  feces  in 
muriatic  acide  and  determined  that  the 
insoluble  precipitate  was  almost  pure 
uric  acid. 

Already  the  father  of  clinical  path- 


ology, he  also  became.  Dr.  Brucer 
writes,  the  grandfather  of  organic 
chemistry.  Among  other  achievements. 
Dr.  Prout  was  the  first  man  to  use 
iodine  in  the  treatment  of  thyroid 
goiter. 

Dr.  Brucer  precedes  to  illustrate 
what  he  regards  as  the  inexorable 
march  of  medicine  to  what  is  today 
called  nuclear,  pausing  here  and  there 
in  his  witty,  scholarly  treatise  to  recog- 
nize the  many  milestones  along  the 
way. 

Whenever  and  wherever  nuclear 
medicine  was  born,  its  place  is  secure 
in  modern  medicine,  even  though  it 
may  not  always  exist  as  a separate 
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1]  Adjusting  the  gamma  camera  for  a scan.  2]  Frame 
on  television  display  from  a wall  motion  study  ot  the 
left  ventricle  of  the  heart.  Dr.  DeLong’s  hand  rests  on 
the  keyboard  of  the  computer  terminal.  3|  Checking 
thyroid  scan.  4]  Checking  the  energy  spectrum  on 
the  scintillation  camera  console.  5j  Dr.  DeLong 
reviews  bone  scan  demonstrating  widespread  metas- 
tatic disease.  6]  Automated  multi-channel  sample 
analyzer  at  the  well  counter.  Screen  shows  an  energy 
spectrum  for  isotope. 


mCLEflR  ^EDJCJME 


stated  specialty.  Often,  as  in  the  early 
days  of  the  Society,  it  is  a subspecialty 
of  radiology  or  pathology,  or  internal 
medicine,  the  three  specialties  grand- 
fathered into  the  Society  when  it  was 
founded. 

Radiology  and  nuclear  medicine  are 
not  competitive,  as  James  F.  DeLong, 
M.D.,  director  of  the  department  of 
nuclear  medicine  at  Lloyd  Noland 
Hospital,  explains: 


CONTINUED  FROM  PAGE  45 

"They  are  very  complementary,"  he 
says.  "X-rays  are  anatomically  orient- 
ed; we  are  functionally  oriented. 

"I  cannot  give  you  details  of  a skull 
or  a veterbra  that  they  can.  But  I can 
tell  you  if  that  area  of  the  skull  or 
verterbra  is  sick  — if  there  is  some 
disease  process  that  is  going  on." 

"Two  areas  we  are  very  big  on  — 
cardiology  and  oncology.  In  bone 
scans  you  have  to  have  30  to  50% 


destruction  before  you  have  anything 
abnormal  on  x-rays,  whereas  we  can 
pick  it  up  at  5 to  10%.  Bone  scans  put 
the  final  big  drive  for  nuclear  medi- 
cine." 

In  a sense,  as  Dr.  DeLong  explains, 
nuclear  medicine  is  a reciprocal  of 
x-rays.  Whereas  x-rays  as  projected 
through  the  body,  nuclear  medicine 
uses  injected  radionuclides  hooked  to 
a drug  so  that  the  radiation  is  from  the 
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1]  Thyroid  scan,  right  lobe  (left  in  picture)  is  normal, 
with  cold  nodule  at  base  of  left  lobe.  2]  Anterior  static  brain 
image  arterial  phase  summated  blood  flow  study 
demonstrating  virtually  no  flow  in  right  middle  cerebral 
artcrv'.  — Photos:  Dr.  James  F.  DcLong 


CONTINUED  FROM  PAGE  47 

inside  out,  whether  from  kidneys, 
lungs,  heart,  pancreas,  brain. 

The  most  useful  radionuclides.  Dr. 
DeLong  explains,  because  of  their  spe- 
cial tagging  qualities  or  affinity  for 
certain  tissues,  are  these: 

Technetium  99m  (99m  depend- 
ing on  the  pharmaceutical  it  is  tagged 
to,  used  in  lung  scanning,  liver,  kidney, 
blood  pull  studies,  brain,  cine  photos 
as  an  ion,  etc; 

Iodine  isotopes  (i3i|  and  as 

well  as  99m  jc  for  thyroid  studies; 

Gallium  67  (^^G)  for  tumor 

imaging  and  inflammatory  lesions. 

Thallium  (^°^T1)  is  considered  an 
exciting,  "hot”  item.  Dr.  DeLong  says, 
useful  in  myocardial  perfusion  studies, 
as  an  ischemic  heart  disease. 

The  Alabama  Society  of  Nuclear 
Medicine  now  has  a membership  of 
135,  with  most  of  the  distinctly  la- 
beled departments  of  nuclear  medicine 
located  in  hospitals  in  the  larger  cities, 
although  the  techniques  are  widely 
applied  throughout  the  state. 

Where  nuclear  medicine  is  today  is 
perhaps  best  described  in  an  editorial 
in  the  Journal  of  Nuclear  Medicine  by 
Frank  H.  DeLand,  M.D.,  editor,  in  an 
anniversary  issue  editorial: 
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• The  diagnostic  contributions  of  bone  and  joint  imaging  have  changed  the 
approach  to  bone  disease  and  particularly  to  the  evaluation  of  the  oncologic 
patient. 

• The  universally  enthusiastic  acceptance  of  radionuclide  cardiology  under- 
scores the  importance  of  this  procedure  in  the  cardiologists'  approach  to 
heart  disease. 

• Ventilation-perfusion  studies  provide  information  on  pulmonary  and  airway 
status  difficult  to  obtain  otherwise,  except  by  invasive  means. 

• Combined  hepatosplenic  imaging  with  radiopharmaceutical  colloids  offers 
the  unique  opportunity  to  evaluate  anatomic  abnormalities  and  indirectly  to 
diagnose  changes  in  portal  venous  dynamics.  Simultaneous  studies  with  two 
or  more  radiopharmaceuticals  can  demonstrate  the  vascularity  or  metabolism 
of  hepatic  lesions;  and  with  appropriate  data  processing,  differentiation 
between  neoplasm  and  other  mass  lesions  can  be  made  in  nearly  every 
instance.  The  newer  hepatic  cell  agents  offer  exciting  approaches  to  the 
diagnosis  of  hepatic  excretory  and  cholecystic  problems. 

• Pancreatic  imaging  using  ^^Se  methionine  (discarded  by  most  departments 
for  good  reasons)  in  frontal  tomographic  format  is  now  an  excellent 
procedure. 

• The  measurement  of  thyroid  function,  definition  of  anatomic  abnormalities, 
intrinsic  and  aberrant,  and  the  treatment  of  thyroid  disorders  are  firmly 
established  radionuclide  procedures. 

• The  study  of  renal  glomerular  and  tabular  function,  detection  of  urinary 
obstruction  and  reflux,  and  repetitive  evaluation  of  renal  transplant  status 
have  established  renal  nuclear  medicine. 

• Gallium  imaging  for  neoplasia  and  inflammation  has  proven  its  reliability. 
When  the  studies  are  performed  with  tomography  or  with  the  removal  of 
interfering  radioactivity  by  use  of  multiple  radionuclides,  gallium  imaging  is 
an  impressive  and  valuable  tool  in  these  diseases. 

• Dacryocystography  offers  anatomic  and  physiologic  data  difficult  to  obtain 
by  older  methods. 

• The  pathophysiology  of  cerebrospinal  fluid  circulation  is  best  measured  by 
cisternography.  When  the  dynamic  studies  are  interpreted  in  the  context  of 
normal  physiology,  the  accuracy  of  diagnosis  is  imposing. 

• Radionuclide  cerebral  angiography  has  proved  to  be  the  most  sensitive 
noninvasive  procedure  for  the  evaluation  of  changes  in  cerebral  blood  flow  at 
the  perfusion  level.  In  cerebrovascular  disease,  these  dynamic  studies  have 
twice  the  sensitivity  of  contrast  angiography  and  three  to  four  times  the 
sensitivity  of  transmission  axial  tomography. 

• Although  just  recently  available  for  clinical  application,  single  emission 
cranial  computed  tomography  has  already  demonstrated  its  capacity  to 
define  and  to  localize  neoplasms  less  than  1 cm  in  diameter,  and  to  reveal 
masses  in  areas  that  are  frequently  obscured  on  two-dimensional  brain 
images. 

• And  last,  but  certainly  not  least,  is  radioimmunoassay,  the  procedure  that 
has  vastly  expanded  the  understanding  and  diagnoses  in  endocrinology  and 
toxicology.  □ 
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FOR  RENT  POSITIONS  AVAILABLE 


guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486. 
Tuscaloosa.  Alabama  35401,  or  call  Frank  Cochran  COLl.ECT 
758-7545,  evening  hours  553-2198. 


ALABAMA:  Emergency  Physician:  Full  time,  $70,000  -r  per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  Emergency  Depart- 
ment, Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639,  Marina  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 


FAMILY  PRACT  ICE— Opportunity  in  progressive  area  seeking  to 
expand  its  medical  community.  East  Central  Ala.  town  with 
population  of  1,000  and  10,000  trade  area  near  a 10,600  acre  lake 
under  construction.  The  34-bed  general  hospital  is  fully  accredited 
by  Joint  Commission  on  Accreditation  of  Hospitals  and  located  less 
than  2 hrs.  from  Birmingham,  Atlanta  and  Montgomery.  Newly 
completed  Medical  Arts  Bldg,  adjacent  to  hospital.  Invitation  to  visit 
with  expenses  paid  will  be  directed  to  those  qualified.  Contact 
Kerlene  Mitchell,  (205)  357-2111. 


FULL  OR  PART-TIME  PHYSICIAN— Preferably  internist  to  work 
in  adjudicative  medicine  in  the  Division  of  Disability  Determination, 
State  of  Alabama,  in  the  Birmingham  office.  Work  involves 
reviewing  claims  for  Social  Security  Disability,  teaching  and 
consultations.  Salary  open.  Work  requires  no  patient  contact  and 
disabled  physicians  are  invited  to  apply.  Send  curriculum  vitae  to:  | 

John  A.  Shelton,  Director,  State  Department  of  Education,  Division 
of  Disability  Determination,  2800  Eighth  Avenue,  South,  Birming-  i 
ham,  AL  35233. 
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MEDICAL  OFFICE  for  lease  in  Tuscaloosa,  with  or  without 
equipment.  Building  is  If'?  years  old,  1650  square  feet,  four 
examination  rooms,  large  reception  room;  one  unit  of  four-office 
complex;  two  medical  offices,  two  dental  offices.  Fully  equipped,  if 
desired,  for  instant  practice;  equipment  purchase  optional.  Ten 
blocks  from  Druid  City  Hospital.  Separate  equipment  sale  nego- 
tiable. Inventory  available.  Contact:  Pai.il  D.  Nelson,  D.M.D.,  601-A 
Hargrove  Road  East.  Tuscaloosa.  Phone  (205)  345-7134. 


OFFICE  SPACE  FOR  RENT:  Mobile  Medical  Center,  Inc.,  1720 
Springhill  Avenue,  Mobile,  Alabama,  has  available  office  space  for 
rent.  There  are  also  a limited  number  of  condominium  offices  for 
sale.  Phone  Mr.  Loftin,  433-2551  or  Mrs.  Nichols.  432-2407. 

BEACH  house  TOWNHOUSE  on  the  beach  at  Gulf  Shores. 
Alabama.  Pool/mmiites  from  three  golf  courses/all  furnishings 
included/two  beOrooms/1  , baths/built-in  kitchen/2  car  carport/pn- 
vate  deck.  APRIL  & SEPTEMBE  R — $40.00  per  day  (3  day 
minimum);  TTIAY  1-LABOR  DAY— $50.00  per  day  (1  week  mini- 
mum). CALL  FOR  RESE  R VATION5  — AC205/269-4094  or 

281-3102. 


POSIT10N$  AVAILABLE 


WANTED.  General  oractice  psycHiatnst  to  woru  vvith  community 
mental  health  D'’oqram.  Have  an  understand  mg  of  community 
mental  health  work,  able  to  work  with  a wide  variety  ot  statf, 
willing  to  do  some  travel  withm  catchment  area  on  scheduled  basis. 
Contact  Montgomery  Area  Mental  Health  Center,  1616  Mt.  Meigs 
Road,  Montgomery,  Alabama.  Telephone  263-7541. 

PRIMARY  CARE  PFHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity:  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g . operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and  or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and'or  severity  of  seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  lor  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i.e.,  dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I.V.  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs 

Has  precipitated  tome  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal 
muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation, 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0 25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  i.e  , 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function;  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated) 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm  increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly,  debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion. depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/ phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea. hyperventilation,  laryngospasm  pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets.  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500 
Tel-E-Dose"  (unit  dose)  packages  of  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50.  available  singly  and  in  trays  of  10  Ampuls.  2 ml.  boxes  of  10, 
Vials,  10  ml.  boxes  of  1,  Tel-E-Ject”  (disposable  syringes),  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol.  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1 5%  benzyl  alcohol  as  preservative 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  071 10 


2-MG,  5-MG, 
lO-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT® 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
lO-ML  VIALS 


ONLYVALIUM^diazepam) 

GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXIBILRY 


PSYCHOTTHERAPEUnC 

SKELETAL  MUSCLE 
RELAXAlsrr 


°^VALIUK, 

^iazepam)^ 

HAS  THESE  TWO 
DISTINCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information. 
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The  Uninformed  Patient - 
An  Unneeessary  Risk 


Physicians  are  being  sued  often  and 
successfully.  Yet  a large  percentage  of 
these  professional  liability  suits  have 
no  objective  medical  or  legal  merit. 
We  at  Jeppesen  Sanderson  believe 
comprehensive  and  docu- 
mented patient  education  is 
an  essential  part  of  the  solution 
to  this  phenomenon. 


MED  PREP  or  Medical  Patient 
Risks  Education  Program  was 
developed  for  this  purpose. 

The  planned  MED  PREP  library 
of  over  250  audiovisual  pre- 
sentations will  cover  16  spec- 
ialties. Each  film  describes  a medi- 
cal or  surgical  procedure  along  with 
a number  of  significant  potential 
risks  and,  in  most  instances,  some 
possible  alternative  courses  of 
treatment. 


The  MED  PREP  information  is  pre- 
sented in  easy-to-understand  language 
and  in  a warm  and  personal  manner. 
After  viewing  the  film  and  being  given 
the  accompanying  briefing  folder,  the 
patient  signs  the  folder’s  tear- 
off  portion  which  then  can 
become  a part  of  the 
patient’s  permanent  file. 


MED  PREP  provides  sensitive 
and  perceptive  patient  brief- 
ings and  documents  that  the 
information  has  been  received. 
MED  PREP  is  now  availa- 
ble to  Alabama  physicians 
through  the  Medical  Association  of 
the  State  of  Alabama.  For  more 
information  about  MED  PREP  and 
the  benefits  to  patients  and  phy- 
sicians, contact  Dianne  Julian  at 
263-6441. 
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Aimee  Watson,  four-year-old  daughter  of  Rhonda  Mont- 
gomery of  the  MASA  staff,  is  not— repeat  not  — an  abused 
child.  But  this  picture,  one  among  dozens  her  secretary- 
photographer  mother  has  made  of  her,  looked  abused  to 
Phyllis  Smith,  the  talented  chief  of  Production  & Design  for 
the  Journal.  Ars  gratia  artis,  Ms.  Smith  said,  swiping  the 
picture  from  Ms.  Montgomery's  display  shelf.  Photograph: 
Rhonda  Montgomery.  Inside  line  drawings  from  the  photo- 
graph: Phyllis  Smith. 
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Solving  o claims  problem 
isoseosyoscolling 


Dob  Carden 


Or  ony  of  the  nine  other  Blue  Cross  professionoi  relo- 
tions people  throughout  Alobomo.  Their  job  is  to  eose 
your  poin-filing  cloims. 

They're  Just  bubbling  over  with  suggestions  to  sove 
you  time  ond  hossles.  And  they'll  set  up  ond  run  cloims- 
filing  workshops  ond  poinstokingly  troin  new  cloims 
personnel  for  you.  Plus  lots  more. 

So  onytime  you  hove  o ticklish  cloims  problem  to 
solve  or  just  o bosic  question  to  osk,  contoct  Dob  or  the 
person  like  him  in  your  oreo. 

We  coll  these  people  professionoi  relotions  speciol- 
ists,  but  you'll  coll  them  lifesovers. 

If  you  don't  know  who  your  Blue  Cross  professionoi 
relotions  person  is,  coll  205/251-4233.  Or  write:  930 
South  20th  Street,  Dirminghom,  AL  35293. 

Blue  Cross 
Blue  Shield 

of  Alabama 

® Registered  Mark  Blue  Cross  Association 
©'Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


Information  For  Authors 
Concerning  Manuscripts 

Manuscripts  should  be  typewritten,  double  spaced  on 
white  paper  8’jx11  inches  with  adequate  margins.  The 
original  copy,  not  the  carbon  copy,  should  be 
submitted.  Authority  for  approval  of  all  contribu- 
tions rests  with  the  Editor.  The  Journal  of  The 
Medical  Association  of  The  State  of  Alabama  reserves 
the  right  to  edit  any  material  submitted.  The  publish- 
eis  accept  no  responsibility  for  opinions  expressed  by 
contributors. 

Style;  The  first  page  should  list  title,  the  author  (or 
authors),  degrees,  and  any  institutional  or  other 
credits.  Bibliographies  must  contain,  m the  order 
given:  Name  of  author,  title  of  article,  name  of 

periodicals  with  volume,  page,  month— day  of  month 
if  weekly— and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the 
text. 

The  Stylehook /Editorial  Manual,  published  by  the 
AMA,  IS  the  general  reference  for  questions  of  style. 
It  is  particularly  useful  in  the  proffer  presentation  of 
data.  Available  at  cost  ($6.50)  from  MASA.  When 
conflicts  occur  between  usage,  etc.,  by  an  author  and 
the  stylebook,  these  will  be  resolved  m favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk  Jr.  and  E.  B.  White,  which  emphasizes 
brevity,  vigor  and  clarity.  Available  at  cost  ($1.65) 
from  MASA. 

Final  authority  on  grammar  is  Webster's  New  Interna- 
tional, Unabridged,  Second  Edition. 

Copy  Changes:  When  an  author  receives  a gaHey 
proof  back  from  MASA,  he  is  exfiected  to  make 
corrections  only.  Copy  changes,  alterations  on  proof 
from  the  original  manuscript,  are  expensive.  Please 
try  to  say  what  you  mean  m the  original. 

Length  of  Articles:  Articles  should  not  exceed  3,000 
words  (a[J(jroximately  3-4  (runted  pages).  Under 
exceptional  circumstairces  only  will  a'ticles  of  more 
than  4,000  words  be  (rublished. 

Illustrations:  Illustrations  should  be  numlrered  con- 
secutively and  indicated  m the  text.  The  number, 
indication  of  the  tO[r,  and  the  author's  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  nurnlrered,  and  attached  to  each 
illustration.  Photograirhs  should  be  clear  and  distinct, 
drawings  should  be  made  m black  ink  (preferably 
India  ink)  on  white  paper.  For  half  tones,  glossy 
irhotographs  should  be  submitted. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  refrrmts,  based  on  numter  of  pages,  will  be 
furnished  upon  rec(uest.  Communications  should  be 
addressed  to  The  Journal  of  The  Medical  Association 
of  The  State  of  Alabama,  P.O.  Box  1900-C,  Mont- 
gomery, Alabama  36104.  Telefrhone  263-6441,  Area 
Code  205.  • 
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SECOND  OPINIONS 

By  the  time  this  appears,  HEW's  publicity  campaign  to 
"educate"  patients  to  the  right  to  a second  opinion  in 
elective  surgery  will  have  been  launched,  as  promised  by  the 
government  last  June. 

Of  course,  as  all  physicians  know,  the  right  to  a second 
opinion  is  about  as  old  as  medicine.  It  has  always  been 
freely  given  when  needed  and  sought  by  the  patient. 

But  MASA  didn't  ask  for  the  HEW-sponsored  program.  It 
was  faced  with  the  choice  of  participating,  representing  all 
Alabama  doctors  fairly  (as  other  medical  associations  are 
doing  in  all  parts  of  the  nation),  or  leaving  it  to  the 
bureaucrats,  who  are  not  notably  sensitive  to  the  doctor- 
patient  relationship. 

The  implementation  agreed  upon  by  the  Board  of 
Censors,  after  careful  deliberation  in  its  regular  August 
meeting,  disallows  any  closed  panel  of  hand-picked  physi- 
cians. All  actively  practicing  physicians,  who  have  not  been 
found  guilty  of  Medicare  or  Medicaid  fraud,  are  eligible  for 
the  list,  which  will  be  held  by  Alabama  Medical  Review,  the 
state's  PSRO. 

The  list  is  not  limited  to  Board  Certified  surgeons,  or 
even  to  surgeons.  All  licensed,  practicing  doctors  may 
participate,  if  not  disqualified  by  the  reason  above. 

The  patient  is  assured  of  the  option,  if  he  chooses,  of 
selecting  his  own  physician  for  a second  opinion.  Or  he 
may,  of  his  own  free  will,  ask  AMR's  hot  line  for  the  names 
of  some  physicians  near  him,  from  which  he  may  pick  one. 

It's  all  voluntary.  No  patient  or  doctor  will  be  penalized 
for  participating  or  not  participating.  If  a patient  is  satisfied 
with  the  first  opinion  — as  the  overwhelming  majority  will 
be  if  the  experience  of  other  states  is  any  guide  — that's 
that. 

This  is  a positive  response  by  MASA  to  the  very  real 
threat  that  the  federal  government  (as  well,  it  now  appears, 
as  some  insurance  companies)  might  attempt  to  make 
second  opinions  mandatory  and  specify  which  physicians 
must  be  used  for  them. 

As  distasteful  as  the  Board  of  Censors  found  the  task  of 
making  a historic  right  of  patients  a formal  program  in 
cooperation  with  the  federal  government,  there  was  simply 
no  alternative. 


S.  Lon  Conner 
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cametidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  Anals 
in  packages  of  10. 

SK&F  LAB  CO. 

a SmithKIine  company 
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Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin'  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units:  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  IS  recommended. 

When  using  neomycin-containmg  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitizafion  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching,  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 


Neomycin 

Staphylococais 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streplococats 

Pneuniococais 


Neosporiri 
Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
, , is  gently  occlusive,  protective  and 

Bacitracin  Polymyxin  B enhances  spreading. 
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WeHcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-badtracin-neomydn). 
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PRESIDENT'S  MESSAGE 


Mutual  Assurance: 

Your  Best  Investment 


Hiliary  H.  Henderson,  Jr.,  M.D. 

President 


The  physicians  of  Alabama  didn't  get  into  the  professional  liability  insurance  business  because  we 
wanted  to.  When  all  the  commercial  carriers  served  notice  they  were  pulling  out,  or  refusing  to  write 
new  coverage,  we  had  no  choice  but  to  form  our  own  company. 

You  couldn't  have  practiced  without  it.  Stop  and  think:  Would  you  be  practicing  in  Alabama 
today  if  Mutual  Assurance  Society  had  not  been  formed  to  provide  you  coverage  no  one  else  would 
sell  you  at  any  price? 

Although  there  is  some  evidence  that  commercial  carriers  are  again  testing  the  water  in  this  and 
other  states,  how  long  will  they  stay  this  time?  They  could  pull  out  again,  with  little  or  no  notice,  and 
leave  you  bare  again. 

At  present.  Mutual  Assurance  premiums  may  be  higher  than  commercial  premiums.  That  was 
inevitable;  We  had  to  do  our  own  capitalization.  Commercial  insurers  already  had  theirs.  In  time,  our 
premiums  will  come  down.  Certainly  they  will  if  we  continue  to  have  the  good  loss  experience  we 
have  had  in  the  short  life  of  Mutual  Assurance. 

It  is  our  company.  We  own  it,  we  control  it.  The  profits  that  will  one  day  be  realized  from  it  will 
not  go  to  stockholders  in  other  states,  as  is  the  case  with  commercial  carriers.  They  will  be  returned 
to  us,  one  way  or  another. 

Many  doctors  active  in  physician-owned  insurance  companies  in  other  states  say  they  are  now 
realizing  the  malpractice  crisis  was  a blessing  in  disguise.  It  forced  physicians  to  insure  their  own 
profession,  as  they  probably  should  have  been  doing  all  along. 

Over  the  long  haul,  as  over  the  short  haul,  there  is  no  question  that  Mutual  Assurance  is  a splendid 
investment  — a personal  investment  and,  beyond  that,  a professional  investment. 

I think  it  is  a wise  one  and  I would  warn  physicians  who  may  be  tempted  by  the  siren  song  of  the 
commercial  carriers,  as  they  tiptoe  back  into  the  state  to  skim  the  cream,  that  they  left  you  before 
and  they  may  leave  you  again.  But  whether  they  do  or  not,  the  soundest  investment  for  the  future,  a 
future  we  can  build  on,  is  our  own  company. 

Many  of  your  officers  worked  long  and  hard  to  establish  it,  traveling  many  thousands  of  miles  to 
confer  with  other  medical  associations  in  the  same  boat  as  we  found  ourselves  in. 

They  agonized  over  all  the  knowns  and  unknowns.  They  conferred  with  the  best  insurance 
professionals.  The  company  they  produced  after  many  months  of  hard  work  has  been  hailed  across 
the  country  as  perhaps  the  best,  most  efficiently  managed  professional  liability  insurance  company 
there  is. 

And  by  the  natural  processes  of  growth,  it  will  be  even  better  in  the  future.  I believe  that  and  I ask 
you  to  examine  what  I have  said  and  decide  for  yourself. 
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How  to  get  into 

school 

78 


By  James  A.  Pittman,  Jr.,  M.D. 
Dean,  University  of  Alabama 
School  of  Medicine, 
UAB,  Birmingham 


The  scene  is  familiar.  It  is  a reception, 
symposium,  county  medical  society 
meeting,  hospital  staff  meeting,  or 
some  similar  gathering.  I feel  a tug  at 
my  coat  sleeve  and  turn  to  see  an 
elderly  gentleman  who  looks  vaguely 
familiar,  but  I just  can't  recall  his 
name.  However,  he  obviously  remem- 
bers mine. 

"Jim,  old  boy,"  he  begins.  "You 
remember  me.  Dr.  Josiah  X.  Xanudu.  I 
graduated  from  the  Middlesex  Medical 
School  in  1932,  served  honorably  in 
the  army  in  Louisiana,  then  settled  in 
Alabama  to  practice.  Now,  I have  a 
nephew  who  wants  to  go  to  medical 
school  to  keep  up  the  family  tradition. 
He  is  not  too  bright  with  books,  but 
he's  a fine  boy!  Not  really  a nephew,  I 
guess,  but  the  son  of  a second  cousin. 
In  fact,  his  greatgrandmother  was  the 
fourth  cousin  once  removed  of  the 
first  wife  of  a famous  governor  of 
Alabama.  His  grades  aren't  too  good, 
but  he's  a fine  boy  and  would  make  a 
fine  doctor.  You'll  get  him  in,  won't 
you?" 

At  that  point  we  get  down  to  the 
details.  Such  conversations  often  occur 
around  January  or  February,  and  the 
questioner  wants  to  know  "how  to  get 
my  nephew  into  medical  school  this 
year"  (i.e.,  the  coming  summer).  Of 
course,  the  deadline  for  filing  applica- 
tions has  long  since  passed  and  the 
admissions  process  is  at  least  half  over 
at  that  point. 

But  the  main  problem  with  such 
conversations  is  that  they  reveal  a 
great  lack  of  comprehension  of  the 
admissions  processes  of  United  States 
medical  schools  in  the  late  1970s.  The 
basic  assumptions  (1)  that  it  is  largely 
a political  process,  and  (2)  that  the 
dean  is  the  sole  one  making  the  selec- 
tions are  relics  of  the  past. 

One  fact  of  the  current  times  is  the 


transformation  of  almost  everything 
into  not  just  a legal  transaction  but 
one  fraught  with  possibilities  of  litiga- 
tion. Medical  school  admission  is  cur- 
rently a highly  litigious  activity.  The 
Bakke  case  is  only  the  most  famous  of 
many  legal  challenges  to  individual 
actions  of  medical  school  admissions 
procedures.  Over  the  past  5 years  I 
have,  as  a medical  school  dean,  been 
sued  twice  by  unsuccessful  applicants 
to  medical  school  (not  counting  a 
number  of  suits  by  dismissed  stu- 
dents), been  investigated  once  in  gen- 
eral terms  by  the  DHEW  (Department 
of  Health,  Education,  and  Welfare), 
been  subjected  to  one  "in-depth  au- 
dit" by  DHEW  regarding  admissions 
procedures,  and  been  threatened  a 
number  of  times  with  potential  legal 
action. 

The  DHEW  in-depth  audit  was  trig- 
gered by  a disappointed  applicant 
from  out-of-state,  and  it  must  have 
cost  the  school  at  least  $10,000  or 
$15,000,  as  a conservative  estimate,  to 
satisfy  the  DHEW  auditors  (by  which 
time  the  applicant  had  achieved  admis- 
sion to  a medical  school  in  another 
state).  In  such  circumstances,  it  is  not 
surprising  that  medical  school  admis- 
sion procedures  have  become  rather 
rigid  and  fixed  by  various  formulas. 

School  of  Medicine 
Admissions  Process 

The  procedure  at  the  University  of 
Alabama  School  of  Medicine  is  as 
follows:  First,  around  May  and  June, 
the  Director  of  Admissions,  the  Depu- 
ty Dean,  and  I sit  down  to  prepare  a 
list  of  potential  committee  members 
to  serve  on  the  Admissions  Commit- 
tee. This  simple  act  has  itself  recently 
become  the  topic  of  some  controversy 
and  discussion.  Should  this  list  contain 
only  members  of  the  full-time  faculty 
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at  the  medical  school  (on  the  theory 
that  the  faculty,  to  be  responsible  for 
the  final  graduating  product,  must 
control  selection  of  the  "raw  mater- 
ial")? Or  should  it  be  more  broadly 
representative  of  the  community?  Or 
should  it  contain  people  in  practice 
intimately  familiar  with  the  demands 
of  the  practice  of  medicine  and  the 
needs  of  the  community?  Should  it 
contain  students?  And  so  on. 

Over  the  past  few  years  we  have 
opted  for  a committee  which  has  a 
large  portion  — about  half  — of  full- 
time faculty  members,  from  both  the 
basic  science  and  clinical  departments, 
with  representatives  from  the  Hunt- 
sville and  Tuscaloosa  campuses,  plus 
two  students  from  the  last  two  years 
of  medical  school,  with  the  remainder 
coming  from  physicians  from  around 
the  state.  In  addition,  there  have  re- 
cently been  one  physician's  wife  and 
one  minister.  We  try  to  strike  a bal- 
ance with  representation  from  blacks 
and  women,  though  it  is  often  difficul- 
ty to  find  people  who  can  serve.  The 
practicing  physicians  deserve  special 
expressions  of  appreciation,  since  the 
committee  meets  all  day  from  8:30 
a.m.  until  6:00  p.m.  (or  later)  every 
Thursday  from  August  through  April, 
they  must  travel  to  Birmingham  week- 
ly, and  they  receive  no  compensation 
for  this  service.  And  there  may  be 
additional  harassments.  One  diligent 
applicant  several  years  ago  drove  all 
around  the  state  and  personally  visited 
each  member  of  the  Admissions  Com- 
mittee at  his  or  her  office  or  home. 

The  Office  of  Admissions,  in  addi- 
tion to  its  responsibilities  for  the 
activities  of  the  Admissions  Commit- 
tee and  all  the  associated  records, 
audits,  etc.,  is  very  active  throughout 
the  year  visiting  college  campuses 
around  the  state  trying  to  recruit  the 
very  best  students,  particularly  black 
students,  to  apply  to  Alabama.  Junior 
and  senior  college  students  are  en- 
couraged to  visit  the  campuses  at 
Birmingham,  Tuscaloosa,  and  Hunts- 
ville to  learn  more  about  medicine  and 
medical  school.  During  1977-78  we 
established  in  the  medical  school  at 
DAB  an  Office  of  Minority  Student 
Affairs,  headed  by  Mr.  Marvin  Hol- 
loway, to  promote  and  facilitate  re- 


cruitment and  retention  of  students 
from  disadvantaged  backgrounds,  par- 
ticularly minority  students,  and  this 
office  is  helpful  in  orienting  black 
premedical  and  entering  medical  stu- 
dents to  medical  school  and  its  rigors. 

The  student  then  obtains  an  official 
"AMCAS"  application  form  from  the 
Office  of  Admissions  at  a medical 
school  or  from  his  college  medical 
school  admissions  adviser,  fills  this 
out,  and  sends  it  to  the  AMCAS  office 
in  Washington,  D.C.  "AMCAS"  stands 
for  "American  Medical  College  Admis- 
sions Service,"  a nationwide  operation 
run  by  the  AAMC  (Association  of 
American  Medical  Colleges)  out  of 
Washington,  D.C.  This  application 
must  be  accompanied  by  payment  of 
$25  to  AMCAS,  which  permits  identi- 
cal application  forms  to  be  sent  to  up 
to  4 medical  schools.  Applications  to 
additional  schools  cost  $10  each,  limit- 


“The  main  problem  is  a great 
lack  of  comprehension  of  the 
admissions  processes  . . . The 
basic  assumption  is  that  it  is 
largely  political  and  that  the 
dean  is  the  sole  one  making 
the  selections  ...” 


ed  only  by  the  total  number  of  schools 
in  the  U.S.,  currently  1 20  schools.  The 
application  includes  information  on 
educational  and  personal  background, 
a photograph,  academic  performance 
(grades,  or  "GPAs"  for  grade  point 
averages),  and  a brief  essay  by  the 
applicant. 

The  Admissions  Office  reviews  each 
application  to  make  sure  it  is  com- 
plete, then  schedules  the  students  for 
interviews.  Essentially  all  Alabama  ap- 
plicants are  scheduled,  even  though 
some  may  be  marginal  in  their  creden- 
tials. Only  the  most  outstanding  of  all 
the  out-of-state  applicants  are  sched- 
uled, and  usually  those  have  some  sort 
of  relation  to  Alabama  (born  here, 
grew  up  here,  have  close  relatives  here, 
etc.).  The  details  of  the  interview 
process  have  been  described  in  a recent 
article  by  Dr.  Henry  H.  Hoffman, 


Director  of  the  Office  of  Admissions, 
University  of  Alabama  School  of  Medi- 
cinei . 

Following  the  interviews,  which 
may  continue  on  into  February  or 
even  March  of  the  year  of  matricula- 
tion, acceptances  for  admission  are 
sent  out  in  groups  on  the  following 
dates;  Oct.  1 (for  "early  decision" 
applicants,  a small  group  of  in-state 
applicants  selected  because  of  their 
place  of  residence  and  their  academic 
excellence),  January  15,  February  15, 
March  15,  and  April  15.  Thereafter 
there  may  be  a few  places  remaining, 
or  additional  places  may  be  created  by 
the  withdrawal  to  go  elsewhere  of  a 
very  few  students  who  had  originally 
"accepted  our  acceptances."  On  rare 
occasions,  some  students  have  even 
been  admitted  in  July  after  classes 
have  begun,  a place  having  been  creat- 
ed by  the  withdrawal  from  medical 
school  of  someone  who  found,  "It's 
just  not  for  me"  (for  example,  dealing 
with  a cadaver2).  In  general,  the  bulk 
of  the  positions  in  the  class  have  been 
assigned  by  mid-March,  surely  by  mid- 
April,  each  year,  to  begin  school  the 
following  July  1 or  thereabout. 

How  To  Get  Into  Medical  School 

As  with  everything  else,  there  is  a 
book  about  this,  which  is  entitled  The 
Medical  School  Game:  A Quest  for  the 
Fat  Envelope^.  The  implication  is  that 
a fat  envelope  contains  the  acceptance 
for  medical  school,  with  all  the  at- 
tendant forms,  directives,  etc.,  while  a 
thin  envelope  just  contains  a simple 
letter  of  rejection.  People  like  Dr. 
Josiah  X.  Xanudu  mentioned  above 
need  to  understand  that  there  are 
currently  five  basic  criteria  for  deci- 
sion as  to  who  gets  into  medical  school 
and  who  does  not: 

• Overall  GPA  (grade  point  average) 

• GPA  for  BCPM  (Biology,  Chemis- 
try, Physics,  and  Mathematics) 

• MCAT  scores  (on  Medical  College 
Admissions  Test) 

• Letters  of  reference,  particularly 
from  one's  college 

• Interview 

Note  that  the  first  three  of  these  are 
numerical  and  not  subject  to  much 
manipulation  by  committees  or  any- 
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Dean’s  Report 


NUMBER  MATRICULATED  OUT  OE  NUMBER  APPLIED 


Alabama  Residents 

, % 

Nonresidents 

% 

Total  % 

1977 

161 

4 

165 

530 

(30.4) 

561  ( 

0.7) 

i091  (15.1) 

1976 

158 

7 

165 

522 

(30.2) 

408  ( 

1.7) 

930  (17.7) 

1975 

142 

3 

145 

487 

(29.2) 

505  ( 

0.6) 

992  (14.6) 

1974 

119 

6 

125 

471 

(25.2) 

778  ( 

O.S) 

1249  (10.0) 

1973 

122 

3 

125 

466 

(26.2) 

924  ( 

0.3) 

1390  ( 8.9) 

1972 

115 

10 

125 

391 

(29.4) 

832  ( 

1.2) 

1223  (10.2) 

1971 

114 

11 

125 

300 

(38.0) 

702  ( 

1.6) 

1002  (12.5) 

1970 

94 

11 

105 

268 

(35.1) 

4 70  ( 

2.3) 

738  (14.2) 

1°69 

97 

3 

100 

266 

(36.5) 

376  ( 

0.7) 

642  (15.6) 

1968 

77 

10 

87 

228 

(33.8) 

468  ( 

2.1) 

696  (12.5) 

1967 

79 

4 

83 

214 

(36.9) 

233  ( 

1.7) 

447  (18. 6) 

1966 

77 

4 

81 

194 

(39.7) 

247  ( 

1.6) 

441  (18.  4) 

1965 

72 

8 

80 

211 

(34.1) 

177  ( 

4.5) 

388  (20.6) 

1964 

75 

5 

80 

211 

(35.5) 

125  ( 

4.0) 

336  (23.8) 

1963 

77 

3 

80 

190 

(40.5) 

99  ( 

3.0) 

289  (27.7) 

1962 

74 

3 

82 

158 

(50.0) 

132  ( 

2.3) 

290  (28.3) 

1961 

75 

5 

80 

161 

(46.6) 

114  ( 

4.4) 

275  (29.1) 

body  else.  One  can  argue  about  how 
much  they  mean,  how  much  weight 
they  should  be  given,  and  the  like;  but 
the  numbers  themselves  are  pretty  cut 
and  dry. 

The  average  GPA  of  all  students 
admitted  to  our  medical  school  over 
the  past  several  years  has  been  about 
3.5  out  of  4.0,  or  approximately  a B+. 
Some  years  it  has  been  well  above  3.5. 
It  is  very  difficult  for  students  with 
GPAs  less  than  3.0  to  gain  admission. 
The  average  GPA  for  all  students  in 
BCPM  has  been  about  the  same.  The 
MCAT  scores  have  been  discussed  else- 
where by  Dr.  Hoffmani,  but  suffice  it 
to  say  that  MCATs  of  Alabama  stu- 
dents are  well  below  the  national 
average  and  are  among  the  lowest  in 
the  United  States,  though  they  have 
risen  slightly  in  rank  order  over  the 
past  few  years. 

Students  with  very  low  MCAT 
scores  tend  to  have  academic  difficul- 
ties in  medical  school  and,  therefore, 
are  relatively  high  risks  for  flunking 
out.  Some  students  argue  that  “those 
tests  shouldn't  apply  to  me,"  but  that 
argument  is  with  society  as  a whole. 


not  the  medical  school,  since  society 
as  a whole  insists  that  professionals  in 
general  and  physicians  in  particular 
successfully  pass  such  tests  in  order  to 
obtain  licenses  to  practice.  There  are 
at  least  two  graduates  of  the  Universi- 
ty of  Alabama  School  of  Medicine 
who  have  been  unable  to  practice 
medicine  following  internship  even 
though  out  of  medical  school  several 
years,  because  they  have  been  unable 
to  pass  such  standardized  examina- 
tions. 

The  letters  of  reference  have  a more 
clearly  subjective  element  and  tend  to 
be  regarded  with  caution  by  the  Ad- 
missions Committee.  The  staff  of  the 
Admissions  Office  have  very  high  re- 
gard for  letters  from  student  advisors 
at  some  colleges,  who  seem  to  take 
great  care  in  preparing  the  letters,  who 
do  not  describe  all  their  graduates  in 
unqualifiedly  glowing  terms  as  "the 
best  ever  graduated,"  and  who  in  some 
cases  even  rank  their  own  graduates  as 
to  probability  of  doing  well  in  medical 
school  and  thereafter.  Unfortunately, 
some  colleges  are  less  objective  in  the 
promotion  of  their  own  graduates  — a 
nice  attitude  of  support,  but  not  one 


which  gets  much  results.  Letters  of  a 
more  obviously  political  nature,  while 
not  without  value,  tend  to  be  viewed 
as  just  that  and  not  to  carry  as  much 
weight  with  the  Committee  as  letters 
from  local  physicians  or  from  college 
teachers. 

The  interview  is  the  largest  im- 
ponderable in  the  whole  process.  No- 
body seriously  wants  to  drop  it,  since 
it  probably  affords  the  best  opportuni- 
ty to  estimate  the  personality  of  the 
applicant  directly.  The  interview  ac- 
tually consists  of  three  separate  inter- 
views by  three  members  of  the  Admis- 
sions Committee,  usually  all  on  the 
same  day.  Probably  the  best  advice 
one  can  give  prospective  applicants 
about  the  interview  is,  "Be  yourself." 
While  the  interview  is  seen  as  essential, 
it  is  also  seen  as  highly  imprecise  and 
subjective.  Although  the  subjective  is 
exactly  what  the  interview  is  supposed 
to  assess  ("Will  this  applicant  become 
a compassionate  physician,  or  is  he 
ruthless?"  "Does  he  give  evidence  a 
sympathetic  attitude  toward  people  in 
need?"),  it  is  also  the  basis  for  uncer- 
tain degrees  of  unfairness. 

We  have  therefore  tried  several 
times  to  structure  the  interviews  or  to 
eliminate  them  completely  in  favor  of 
a formula-driven  system.  However,  we 
have  never  been  able  to  completely 
eliminate  the  interview,  and  once  that 
element  is  introduced  into  the  equa- 
tion, all  other  efforts  to  be  quanti- 
tatively rigorous  evaporate  into  a fog. 
The  fact  remains,  however,  that  stu- 
dents who  enter  medical  school  must 
be  able  to  handle  the  highly  technical 
information,  concepts,  and  skills  of 
modern  medicine,  and  students  who 
have  academic  difficulties  in  college  or 
on  standardized  tests  like  MCAT  tend 
to  have  troubles  in  medical  school. 

\ 

Competition  for  Admission 

A major  problem  facing  any  indi-  ' 
vidual  applicant  to  medical  school  in  ( 
the  United  States  today  is  the  excel- 
lence of  the  competition.  Despite  the 
various  problems  and  assaults  being 
made  on  medicine  today,  it  remains 
the  most  popular  of  all  the  professions 
among  college  students.  Nationwide  I 
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, only  about  one-third  of  all  the  appli- 
cants in  any  one  year  gain  admission, 
though  some  of  these  are  reapplicants. 
In  Alabama  the  ratio  is  slightly  less 
than  this,  considering  both  UAB  and 
USA  (the  University  of  South  Ala- 
I bama  in  Mobile).  UAB  stakes  165 
students  per  class  for  all  its  campuses 
and  USA  takes  64  per  class.  UAB  is 
requesting  accreditation  for  210  per 
class,  and  USA  for  96  per  class,  but 
these  have  not  yet  been  approved  and 
may  not  be  for  some  years,  pending 
! adequacy  of  operating  funds  and  facili- 
I ties.  Only  about  one-sixth  of  all  appli- 
5 cants  are  admitted  to  UAB.  The  ratios 
of  applicants  to  entering  class  size  are 
I given  in  the  accompanying  table.  The 
total  number  of  acceptances  offered  in 
j recent  years  to  fill  the  classes  at  UAB 


have  been  about  110%  and  115%  of 
the  entering  class  size. 

Conclusion 

The  proper  advice  to  Dr.  Josiah  X. 
Xanudu,  therefore  is:  Tell  your  neph- 
ew that  it's  really  his  responsibility  to 
get  into  medical  school.  And  tell  him 
the  following; 

• Get  into  a good  college  and  study 
hard  from  the  outset;  make  good 
grades  in  all  years. 

• Take  hard  courses  in  BCPM  (bi- 
ology, chemistry,  physics,  and 
math)  as  well  as  the  "crip  cour- 
ses." 

• Learn  how  to  take  standardized 
examinations  and  do  as  well  as 
possible  on  the  MCAT  exam;  if 
you  do  poorly,  take  it  again. 


• Engage  in  enough  extracurricular 
activities  to  get  some  good  letters 
of  recommendation  from  some- 
one besides  the  physics  teacher, 
though  you'll  need  one  from  him, 
too.  Summer  work  in  a medical 
setting  is  traditionally  a help  and 
will  probably  continue  to  be  a 
help  in  the  future. 

• Be  yourself  in  the  interview.  □ 
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After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 


i{  there 
are  problems 
and  there 
is  di^itiking... 

drinking 

may  be  the 
only  Problem/ 
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Controversies  Are  Beneficial 
Editor,  The  Journal: 

In  response  to  the  critical  letters  about  Dr. 
Lumpkin:  For  every  negative  letter  received  criticiz- 
ing Dr.  Lumpkin's  article,  there  are  probably  500 
physicians  who  couldn't  agree  more  with  Riley. 

Historically,  journals  which  reach  the  better  ed- 
ucated, more  scientifically  minded  people  carry  arti- 
cles which  provoke  discussion. 

Regardless  of  the  content,  the  publishing  of  an 
article  which  provokes  thought,  criticism  and  sub- 
sequently critical  analysis  is  to  be  commended. 

If  there  were  more  physicians  who  had  a sound 
philosophical  and  theological  basis  for  their  scientific 
practice  of  medicine  and  for  the  conduct  of  their 
personal  lives,  the  entire  profession  would  be  better 
off. 

John  L.  Buckingham,  M.D. 

University  of  Alabama 

In  Birmingham 


PHYSICIANS  OVERSEAS  ASSIGNMENT 
SAUDI  ARABIA 

Challenging  and  rewarding  positions  are  immediately 
available  to  Board  Certified  or  eligible  Physicians  with 
the  following  specialities; 


OPTHAMOLOGY 
GENERAL  SURGERY 
PEDIATRICS 
ENT 

INTERNAL  MEDICINE 


DERMATOLOGY 

OB/GYN 

RADIOLOGY 

ORTHAPEDIC  SURGEON 

GENERAL/FAMILY  PRACTICE 


These  2-year  assignments  offer  the  opportunity  to  practice 
medicine  at  a truly  personal  level.  The  salary  is  comple- 
mented by  benefits  which  include  furnished  housing  and 
liberal  vacation  entitlement. 

For  confidential  consideration,  please  send  Curriculum 
Vitae  to: 

V^hittakeR 

LIFE  SCIENCES  GROUP 

Larry  Ross,  Manager 

10880  Wilshire  Boulevard 

Los  Angeles,  California  90024,  U.S.A. 

^ Equal  Opportunity  Employer  M/F 


Brief  Summarv  of  Prescribing  Information 
Combined  TEGOPEN’'  Icloxacillin  stxiiumi 
CapsuJes  and  Oral  Solution 

For  compleie  informaiion.  consult  Official  Package 
Circular.  il2lTEGOPENg  II  73 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin  stxiium  is  in  the  treatment  of  infections  due  to 
penicillinase-prcxiucing  siaphylcx:cx:ci.  it  may  he  used  to 
inmate  therapy  in  such  patients  in  whom  a staphyUKXx:cal 
infection  is  suspected.  (See  Imponant  Note  below,  i 

Bacienologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacilhn  sodium  should  be 
peiiormed. 

Imponant  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  stxlium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumcK'cKci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resisiani  and  penicillin  G-sensiiive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistani  staphykx:tx:cus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synihetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
siaphylvK'occal  iscMaies  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant  penicillin  be  u.sed  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  knowm. 

Cloxacillin  scxjium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  meihicillin  against  penicillin 
G-resistani  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  m nature  and  it  is  knowm 
that  the  number  of  these  strains  repK^ned  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  senous  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistani  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance  with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all.  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning!  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  report^  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  perucillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin. careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosponns. 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  m mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfeciion  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  penodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic. should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SCOT  levels  (less  than  1(>0  units)  have  been  reported  in  a 
few  patients  for  whom  preiherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia.  with  or  without  overt  allergic  mani- 
festations. has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg.  Kg.  day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

NB  : INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules  — 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  1(X).  Oral  Solution  — 125  mg.  '5  ml.  in  100  ml.  and 
kx)  ml.  bottles. 
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BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 

TEGOPEN 

(daxacillin  sodiun^ 

j “THE  PENICILLIN  OF  TODAY” 

J 

] 

■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.t 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  uitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.J 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
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A Community 

Project 


By  BEVERLY  W.  BOYD,  M.D.,  M.P.H. 

Medical  Director,  Bureau  of  Maternal  and  Child  Healt 

Child  abuse  is  now  becoming  a major  issue  of 
concern  for  our  society.  The  true  significance  of 
this  phenomenon  is  illustrated  in  the  following 
statistics: 

The  majority  of  reported  cases  of  child  abuse  are 
in  children  under  the  age  of  three.  Although  there 
is  a significant  lack  of  clarity  as  to  the  real 
incidence  of  child  abuse,  estimates  range  from 
70,000  to  2 million  cases  per  year.  Ten  percent  of 
emergency  room  trauma  in  children  less  than  3 
years  of  age  is  inflicted  rather  than  accidental. 
Thirty  percent  of  fractures  in  children  under  2 
years  of  age  is  nonaccidental.  An  abused  child 
returned  to  his  home  without  proper  therapeutic 
precautions  being  taken  runs  a 50%  chance  of 
repeated  abuse  and  a 10%  chance  of  death.  Deaths 
from  child  abuse  are  estimated  to  number  2,000 
per  year  nationally.  Mortality  rate  from  abuse  for 
the  child  aged  1 to  6 months  is  second  only  to  that 
from  sudden  infant  death  syndrome;  for  children 
aged  1 to  5 years,  abuse  is  second  only  to  true 
accidents  as  cause  of  death.  Finally,  there  are  social 
costs  of  allowing  child  abuse  to  go  untreated. 
Abused  children  often  grow  up  to  be  socially 
destructive  and  are  likely  to  become  abusing 
parents  themselves. 

Many  Shortcomings 

There  are  many  deficiencies  in  the  community 
process  of  managing  child  abuse  cases.  The  social 
service  system  for  child  abuse  is  fragmented, 
uncoordinated,  and  lacks  focus. 

Local  child  protective  agencies,  police,  juvenile 
courts,  hospitals,  and  a variety  of  other  public  and  . 
private  agencies  waste  manpower,  expertise,  record  j 
keeping,  and  administrative  planning  through  fail- 
ure to  coordinate  and  communicate.  | 

Several  problems  exist.  First,  training  of  pro-  i 
tective  services  workers  is  insufficient,  and  investi-  I 
gations  of  child  abuse  are  often  poorly  performed.  | 
Workers  are  usually  required  only  to  have  a college 
degree  and  a few  weeks  of  training.  Second,  | 
detection  and  reporting  of  child  abuse  are  hap- 
hazard and  incomplete.  In  most  communities  there 
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Mobile  County  Health  Department 

is  no  organized  communication  system  to  provide 
professionals  and  lay  people  with  needed  informa- 
tion about  child  abuse.  Third,  suitable  treatment 
programs  do  not  exist.  Few  mental  health  facilities 
provide  help  for  abused  children  and  families.  Care 
for  abused  children  and  their  families  lacks  con- 
tinuity. Fourth,  the  existing  system  may  give  only 
a paper  promise  of  help.  Few  resources  are 
available  on  the  community  level  for  the  support 
of  the  abused  child.  Funding  for  care  of  abused 
children  and  their  families  is  inadequate. 

A startling  indictment  of  the  current  social 
service  system  for  child  abuse  is  found  in  the 
following  fact:  three-fourths  of  those  children  who 
die  in  circumstances  in  which  abuse  is  suspected 
were  known  to  the  authorities  before  their  deaths. 
Finally,  abusing  parents  are  more  often  persecuted 
than  helped.  Our  society's  perception  of  child 
abuse  and  the  abusing  parent  results  in  a labeling 
and  stigmatizing  process.  Child  abuse  is  not  a 
psychiatric  disorder  in  the  usual  sense  of  the  word. 
Less  than  10%  of  abused  children  have  parents  who 
are  seriously  mentally  ill.  A better  perspective  is 
obtained  if  child  abuse  is  understood  as  abnormal 
parenting  behavior,  a distorted,  disordered  pattern 
of  child  rearing.  As  long  as  child  abuse  is  viewed  as 
a form  of  radically  deviant  behavior  and  as  a 
symptom  of  pathology  and  sickness,  this  stigmatiz- 
ing process  will  continue.  Even  families  reported 
for  abuse  and  later  cleared  may  remain  permanent- 
ly under  suspicion  by  the  community.  The  com- 
i munity  must  realize  that  all  of  us  have  the 
potential  to  act  in  ways  which  we  identify  as 
deviant. 

Four  Components 

Correction  of  these  deficiences  involves  four 
components:  creating  an  informed  and  aware 
citizenry;  creating  an  informed  and  concerned 
professional  community;  ensuring  adequate  public 
funding  for  the  program;  and  developing  com- 
munity resources  to  strengthen  the  family  and  to 
provide  help  with  periods  of  stress.  The  communi- 
ty should  give  the  following  five  objectives  priori- 


ty: (1)  Recognition  and  diagnosis  of  child  abuse 
(2)  Reporting  child  abuse  to  appropriate  agencies 
as  required  by  state  laws  (3)  Recognition  of  factors 
in  the  family  which  suggest  a potential  for  abuse, 
with  the  goal  of  prevention  (4)  Development  of  a 
comprehensive  management  program  to  provide 
parents  with  the  necessary  support  and  therapy  to 
enable  them  to  cope  with  the  causes  of  their 
behavior  and  to  provide  children  with  the  neces- 
sary treatment,  follow-up,  and  rehabilitation  to 
ensure  normal  development  (5)  Awareness  of 
problems  encountered  in  the  course  of  manage- 
ment. It  is  never  the  community's  responsibility  to 
assign  guilt. 

Providing  the  community  with  the  necessary 
information  to  identify  child  abuse  is  crucial  for  its 
management.  A variety  of  professional  and  nonpro- 
fessional individuals  who  serve  or  have  direct 
contact  with  children  may  identify  cases  of  child 
abuse.  There  are  certain  clinical  findings  which  are 
suspicious  for  child  abuse.  Certainly  most  of  these 
can  occur  accidentally;  however,  their  presence 
indicates  more  intensive  investigation  and  observa- 
tion. (See  Chart  On  Page  1 6) 

There  are  also  certain  circumstances  which 
should  arouse  suspicions  of  child  abuse.  These  are 
(1)  a discrepancy  between  the  history  and  the 
degree  of  physical  injury;  for  example,  a 4-week- 
old  infant  cannot  roll  under  the  mattress  and 
fracture  his  ribs.  (2)  a prolonged  interval  between 
the  occurrence  of  an  injury  and  the  seeking  of 
help;  (3)  a history  of  repeated  trauma  treated  in 
different  health  facilities;  (4)  an  inappropriate 
response  of  parents  to  the  advice  of  the  health 
personnel;  one  illustration  is  the  abandonment  of 
an  injured  child  in  an  emergency  room. 

The  great  majority  of  child  abuse  cases  are  first 
seen  either  in  a physician's  office  or  in  an 
emergency  room,  and  it  is  imperative  that  these 
places  be  equipped  to  deal  with  the  problem. 
Finally,  there  are  behavioral  characteristics  of 
abusing  parents  and  abused  children  which  should 
be  recognized.  Abusing  parents  may  be  evasive  and 
contradictory  concerning  the  circumstances  of  the 
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BE 

SUSPICIOUS 

OF: 

1.  Evidence  of  frequent  or  multiple  in- 
juries. Frequent  injuries  in  an  "accident 
prone"  child  are  suspicious.  Injuries  to 
multiple  body  surfaces  and/or  injuries  in 
various  stages  of  healing  suggest  repeated 
abuse. 

2.  Strange  injuries  (bites,  cigarette  burns, 
rope  marks,  gag  marks). 

3.  Failure  to  thrive  (height  and  weight  well 
below  percentiles  normal  for  age)  or 
evidence  of  malnutrition. 

4.  Major,  clearly  demarcated  second  and 
third  degree  burns.  (It  is  interesting  to 
note  that  about  10%  of  cases  of  physical 
abuse  involve  burns). 

5.  Injuries  around  the  eyes  or  the  mouth. 

6.  Subdural  hematomas  and/or  skull  frac- 
tures. 

7.  Fractures  In  children  less  than  3 years  of 
age,  including  rib  fractures  and  long 
bone  fractures. 

8.  Ruptured  internal  organs. 

9.  Trauma  to  genital  and  perineal  areas. 

10.  Advanced  unattended  disease. 

11.  Any  child  dead  on  arrival. 


child's  injury  or  may  fail  to  volunteer  any  informa- 
tion at  all.  They  may  be  critical  of  and  angry  with 
the  child  for  being  injured  and  demonstrate  little 
concern  about  the  injury,  its  treatment,  or  its 
prognosis. 

The  abusing  parent  seldom  touches  or  looks  at 
the  child  and  shows  an  inappropriate  or  no 
response  to  the  crying  child.  The  abused  child 
either  cries  hopelessly  under  treatment  or  examina- 
tion or  cries  very  little.  Such  a child  does  not  look 
to  his  parents  for  reassurrance  and  is  wary  of  any 
physical  contact  with  adults.  The  abused  child  is 
usually  constantly  on  the  alert  for  danger.  For  the 
school-aged  child,  a review  of  school  records  can  be 
helpful.  The  abused  child  may  be  habitually  truant 
or  chronically  late  for  school;  or  the  child  may 
arrive  at  school  early  and  remain  late.  An  abused 
child  may  come  to  school  inappropriately  dressed 
for  the  season.  A child  who  always  wears  long 
sleeves  may  be  concealing  the  marks  of  abuse. 

All  50  states  have  child  abuse  reporting  laws, 
and  all  members  of  the  community  should  know 
the  contents  of  their  state's  legislation.  There  is 
variability  in  the  definition  of  "abuse,"  with  the 
national  trend  toward  broadening  the  definition. 

All  states  require  physicians  to  report  cases  of 
child  abuse;  34  states  require  nurses  to  report;  25 
states  require  social  workers  to  report;  24  states, 
teachers;  and  9 states,  police  officers.  Sixteen 
states  require  reporting  by  any  person  who  has 
reasonable  cause  to  suspect  child  abuse. 

All  states  permit  reporting  by  any  citizen. 
Immunity  from  liability  for  reporting  cases  is  a 
universal  feature.  Most  states  have  a central  register 
for  information  on  all  reported  cases  of  child 
abuse.  The  majority  of  states  have  provisions  for 
some  form  of  penalty  for  failure  to  report,  ranging 
from  a simple  misdemeanor  to  one  year  in  prison 
or  a $100  fine. 

Community  Process 

Prevention  of  child  abuse  is  a community 
process  which  is  closely  related  to  the  community's 
respect  for  and  value  of  children.  Preventing  child  ‘ 
abuse  depends  on  preventing  transmission  of  the  i 
kind  of  social  deprivation  which  contributes  to  a • 
rising  population  of  next  generation  parents  who  ) 
will  not  know  how  to  nurture  their  children.  , 

To  prevent  child  abuse,  attention  must  be  paid  I 
to  the  distribution  and  quality  of  such  social 
services  as  housing,  health  care,  and  counseling,  as 
well  as  opportunities  to  compete  for  the  essential 
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goods  of  society.  Prevention  involves  addressing 
cultural  traditions,  social  values,  and  economic 
realities  which  exert  a deleterious  impact  on  the 
family's  ability  to  protect  its  offspring. 

Examples  of  preventive  measures  are  the  Early 
Periodic  Screening,  Diagnosis,  and  Treatment  pro 
grams  (E.P.S.D.T.)  which  are  available  to  Medicaid 
eligible  children  and  contain  a specific  component 
for  recognition  of  indications  of  child  abuse. 

Also,  some  communities  sponsor  family  life 
education  (e.g.  "Preparation  for  Childbirth,"  "How 
to  be  a Parent,"  etc.)  or  other  educational  pro- 
grams aimed  at  strengthening  family  life.  Efforts  to 
design  and  validate  a questionnaire  with  the  goal  of 
uncovering  parents  who  have  the  potential  to  abuse 
their  small  children  are  now  going  forward  in  a 
number  of  institutions.  Such  predictive  instru- 
ments, when  available,  will  help  to  identify  chil- 
dren and  parents  at  risk  before  an  episode  of 
serious  abuse  occurs.  Certainly,  efforts  to  broaden 
the  dissemination  and  utilization  of  knowledge 
concerning  child  abuse  to  professionals  and  lay 
people  must  continue  as  the  keystone  of  preven- 
tion. 

Inadequate  Funding 

The  principle  on  which  management  of  child 
abuse  is  built  is  that  services  should  be  made 
available  to  affected  families.  The  reality  is  that  the 
actual  funds  available  for  implementing  these 
services  usually  is  nowhere  near  the  existing  de- 
mand for  services. 

Treatment  of  child  abuse  is  a community  pro- 
cess, and  a necessary  prerequisite  is  adequate 
funding  for  a comprehensive  management  program. 
The  first  step  in  treatment  is  enhancing  public 
awareness  of  child  abuse  so  that  the  community  is 
willing  to  support  the  needed  treatment  programs. 
There  are  two  goals  for  a community-based  pro- 
gram for  treatment  of  child  abuse;  (1)  the  social 
system  must  create  an  understanding  atmosphere, 
even  though  further  abuse  is  not  condoned.  (2) 
75%  of  abused  children  should  be  residing  safely  in 
their  homes  within  one  year  after  the  report  of  the 
abuse.  Temporary  foster  care  may  be  necessary 
during  the  treatment  process,  but  separation  of  the 
parent  and  child  should  never  be  the  goal  of  a child 
abuse  management  program. 

There  are  two  victims  of  child  abuse  — the  child 
and  the  parent.  Treatment  is  directed  toward  the 
parent  to  recognize  the  abusing  parent's  need  for 
nurturing  and  parenting.  Abusing  parents  are  ca- 


pable of  loving  their  children  and  they  often  feel 
very  guilty  and  remorseful  about  their  abusive 
behavior.  It  is  helpful  to  examine  closely  the 
interactional  context  of  child  abuse. 

Figure  1 shows  this  interaction  and  the  interplay 
of  three  sets  of  variables  — cultural  variables, 
personality  variables,  and  situation  variables.  Cul- 
tural variables  are  those  patterns  of  behaving  which 
have  been  acquired  by  the  parent  and  the  child 
through  the  process  of  socialization.  Personality 
variables  are  the  biologic  and  psychologic  char 
acteristics  of  parent  and  child.  Situation  variables 
are  environmental  factors  over  which  the  individual 
has  little  or  no  control;  these  include  the  eco- 
nomic, political,  geographic,  religious,  and  family 
aspects  of  the  individual's  life  and  the  social  setting 
for  interaction. 

Role  Reversal 

Probably  the  most  important  cultural  variable 
for  the  abusing  parent  is  the  phenomenon  of  "role 
reversal."  The  common  denominator  of  parents 
who  abuse  their  children  is  that  these  parents 
perceive  their  infants  not  as  babies,  but  as  or- 
ganized humans  capable  of  sensing  their  (the 
parents')  own  needs  and  meeting  them.  The  parent 
is  greatly  disappointed  because  the  child  has  been 
unable  to  fulfill  his  (the  parent's)  own  nurturing 
needs  adequately. 

Role  reversal  consists  of  three  components:  the 
parent  feels  like  a child  looking  for  parental  help  to 
assuage  his  emptiness;  the  parent  believes  that 
children  can  gratify  this  need;  the  crying  child 
reminds  the  parent  of  earlier  criticism  and  scold- 
ings for  failure,  and  the  child  becomes  an  attacking 
figure  which  arouses  parental  anger. 

Another  important  cultural  variable  is  the  con- 
cept of  discipline.  Abusing  parents  confuse  dis- 
cipline with  the  expression  of  their  own  frustra- 
tions. They  use  physical  punishment  not  to  rein- 
force principles  of  behavior,  but  to  relieve  their 
own  anger  and  anxieties.  Finally,  the  prevailing 
cultural  tolerance  for  violence  has  influence  on  the 
parent's  behavior. 

The  most  important  cultural  variable  for  the 
child  is  the  abused  child's  ongoing  process  of 
socialization.  The  child  who  is  a victim  of  abuse 
tends  to  learn  the  pattern  of  aggressive  discharge  to 
cope  with  anxiety— i.e.,  the  pattern  his  parents 
exhibit  toward  him.  This  pattern  of  behavior  can 
be  repeated  from  generation  to  generation  and 
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result  in  repeated  transmission  of  abnormal  par- 
enting techniques. 

All  Levels  of  Society 

Personality  variables  include  age,  sex,  race,  and 
other  physical  attributes,  as  well  as  self-concep- 
tions and  capacities.  Abusing  parents  come  from  all 
levels  of  society  and  all  socio-economic,  racial,  and 
religious  groups.  Mothers  and  female  caretakers  are 
the  most  frequent  abusers  because  they  are  general- 
ly the  primary  caretakers.  Abuse  by  fathers  or  male 
caretakers  results  in  more  serious  injury  to  the 
child.  The  abusing  parent  may  be  young,  single,  or 
addicted  to  alcohol  or  drugs. 

Abusing  parents  are  often  described  as  being 
"dependent.”  They  were  inhibited  in  their  own 
independent  maturation  and  development  by  their 
own  upbringing.  They  do  not  have  good  judgment 
about  what  to  do  and  how  to  do  it  in  life.  They 
have  a high  need  for  assurance  as  a result  of  not 
having  adequate  confidence  in  their  own  knowl- 
edge of  what  is  best  to  do.  There  is  significant 
inability  to  plan  for  the  future.  Problems  are 
managed  by  finding  short-term  solutions  which 
may  take  care  of  the  immediate  situation  but 
which  have  little  useful  bearing  on  long  term 
success. 

Another  important  personality  variable  is  social 
isolation.  Abusing  parents  show  little  integration  in 
the  community  and  have  few  group  associations. 
Many  exhibit  a lack  of  basic  trust  and  reluctance  to 
seek  help.  They  learned  in  their  childhood  not  to 
rely  on  their  environment  for  appropriate  sympa- 
thetic responses  to  help  them  survive  and  meet 
their  needs,  and  they  are  suspicious  of  those  who 
now  offer  help.  Such  parents  are  alienated  from 
each  other,  are  isolated  from  friends,  and  are 


unable  to  turn  to  others  for  emotional  support  in 
times  of  stress.  Ninety  percent  of  these  families 
have  serious  social  problems  such  as  marital  discord 
and  financial  difficulty. 

Important  Variables 

Personality  variables  of  the  child  are  important 
in  the  parent-child  interaction.  Abused  children  are 
generally  not  different  from  other  normal  children 
although  they  are  often  perceived  as  different  by 
their  parents.  However,  children  who  truly  are 
different  (e.g.  chronically  ill  or  handicapped,  hy- 
peractive, cry  excessively,  have  repeated  minor 
illnesses)  may  be  difficult  to  manage  and  thus  be 
more  likely  to  be  abused.  Any  child  who  is 
difficult  to  satisfy  or  who  makes  many  demands  on 
the  parent  is  more  likely  to  be  abused. 

Situation  variables  are  similar  for  both  parent 
and  child.  Crime,  povery,  family  size,  unemploy- 
ment, a move  to  a new  community,  and  inadequate 
housing  tax  a parent's  emotional  resources.  An- 
other situational  variable  is  the  religious  climate  for 
parent  and  child.  Some  religious  groups  may 
believe  that  God  expects  them  to  vigorously  punish 
their  children  in  order  to  raise  them  correctly. 
Many  child  abuse  laws  have  special  clauses  to 
protect  the  child  from  such  religious  practices. 

An  important  situational  variable  is  the  "crisis," 
a stressful  event  serving  to  catalyze  the  actual 
episode  of  abuse.  The  crisis  may  be  an  emotional 
stress  (death,  divorce,  illness)  or  something  as 
simple  as  a broken  television  set.  What  may  appear 
to  the  average  person  as  a minor,  easily  managed 
problem  may  to  the  abusing  parent  be  a devasta- 
ting unmanageable  disaster.  Abusing  parents  do  not 
have  the  self-confidence,  ingenuity,  and  useful 
knowledge  of  how  to  seek  help  that  are  necessary 
to  cope  with  crises.  They  express  their  rage  and 
frustration  through  physical  violence  toward  the 
child. 

The  Catalyst 

Analysis  of  the  interactional  context  of  child 
abuse  yields  an  equation:  Special  Parent  + Special 
Child  ==  Child  Abuse,  with  the  Crisis  acting  as  a 
catalyst.  The  Special  Parent  may  have  been  abused 
as  a child  and  usually  experienced  distorted  nurtur- 
ing experiences.  The  Special  Child  could  be  un- 
wanted or  unexpected.  The  crisis  is  an  emotional 
or  situational  stress,  with  the  child  an  accessible 
target  upon  which  to  vent  rage  and  frustration. 

Figure  1 shows  an  overlap  between  child  abuse 
(abnormal  parenting)  and  normal  parenting.  There 
is  a zone  of  transition  separating  acceptable  and 
unacceptable  parenting  behavior.  This  zone  in- 
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eludes  emotional  abuse  or  failure  to  provide  an 
environment  in  which  the  child  can  thrive,  learn, 
and  develop.  Diagnosis  of  emotional  abuse  is 
difficult  because  its  effects  are  not  as  dramatic  as 
bruises  and  lacerations.  This  zone  of  transition  also 
includes  cases  of  child  abuse  which  go  unrecog- 
nized because  of  the  family's  power,  social  pres- 
tige, or  high  socioeconomic  status.  Many  people 
are  reluctant  to  believe  that  such  persons  can  be 
abusing  parents  and  thus  accept  their  parenting 
techniques  as  normal. 

Figure  2 is  a demographic  wheel  for  child  abuse, 
displaying  the  cultural,  personality,  and  situational 
variable.  The  "fuzzy"  outer  realm  of  culture  and 
social  norms  includes  societal  concepts  of  dis- 
cipline, tolerance  for  violence,  expectations  from 
children,  and  value  placed  on  children.  It  is  helpful 
to  use  such  a demographic  wheel  when  designing  a 
program  of  treatment  because  the  various  factors 
that  must  be  dealt  with  are  kept  in  the  forefront. 
Unfortunately,  professionals  are  sometimes 
tempted  to  believe  that  resolution  of  the  "crisis" 
which  catalyzed  the  episode  of  abuse  will,  in  turn, 
completely  resoluve  the  problem  of  abuse.  This  is  a 
very  dangerous  assumption.  Resolution  of  a par- 
I ticular  crisis  may  stop  abuse  for  a time,  but  unless 
I the  family  receives  some  form  of  therapy  encom- 
passing the  wide  range  of  variables  shown  in  the 
demographic  wheel,  abuse  will  recur  with  each 
subsequent  crisis. 

i 

I 

Medical  Treatment  Necessary 

Any  community  program  for  treatment  of  child 
i abuse  must  provide  medical  treatment  for  the 
j abused  child,  to  include  hospitalization,  follow-up, 

, and  rehabilitation.  Most  children  in  whom  the 
diagnosis  of  child  abuse  is  suspected  should  be 
admitted  to  the  hospital.  The  extent  of  injury  is 
not  the  basis  for  admission;  rather,  hospital  admis- 
sion affords  time  for  adequate  evaluation  of  the 
child  and  his  family.  Follow-up  and  rehabilitation 
are  vital  because  child  abuse  is  harmful  beyond  the 
immediate  physical  effects. 

Without  appropriate  intervention,  the  abused 
child  can  be  handicapped  with  emotional  prob- 
lems, speech  problems,  and  mental  retardation. 
Permanent  damage  to  the  brain  is  a frequent 
sequela  of  physical  abuse;  it  is  important  to 
remember  that  about  50%  of  these  brain  damaged 
children  will  have  normal  intelligence.  There  is  a 
close  relationship  between  head  trauma  and  mental 
retardation;  however,  there  is  evidence  that  en- 
vironmental deprivation  can  result  in  retardation, 
with  undernutrition  an  important  factor.  Sub- 
sequent normal  growth  and  development  os  abused 


children  is  dependent  in  large  part  upon  whether  or 
not  they  receive  effective  therapy. 

Child  abuse  demands  that  the  overall  responsi- 
bility for  the  child's  welfare  and  subsequent 
growth  and  development  be  shared.  A physician  or 
any  other  professional  should  not  attempt  to 
manage  the  problem  alone. 

Because  the  problem  of  child  abuse  is  multi- 
dimensional in  etiology,  its  management  should  be 
carried  out  by  a multidisciplinary  team.  The  basic 
team  should  be  composed  of  a social  worker,  a 
nurse,  a pediatrician,  and  a psychiatrist.  The  team 
works  together  to  diagnose,  treat,  follow-up,  and 
rehabilitate  the  abused  child.  The  pediatrician 
admits  the  child  to  the  hospital,  conducts  a general 
medical  history  and  physical  examination,  and 
provides  necessary  treatment  for  injuries.  There  is 
an  interview  and  assessment  of  the  family,  includ- 
ing a home  visit,  done  by  the  social  worker.  There 
is  also  a nursing  evaluation  of  the  child's  develop- 
ment and  the  parent-child  relationship  performed 
by  the  team  nurse.  A psychiatric  consultation  is 
included  in  the  initial  evaluation  of  the  child.  The 
team  provides  an  honest  explanation  of  the  legal 
responsibility  to  report  the  case  to  the  welfare 
department  and  explains  the  resulting  investigatory 
and  court  proceedings. 

During  all  these  functions,  "Who  did  it?"  is  not 
the  issue.  The  parents  should  not  be  accused  of  evil 
or  assigned  guilt.  It  is  important  to  create  a 
non-threatening,  understanding  atmosphere  for 
greatest  success  in  therapy.  The  team  arranges 
follow-up  care,  including  primary  medical  care. 
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social  service  follow-up,  and  nursing  follow-up.  The 
child  should  return  for  regular  health  assessments 
without  emphasis  being  placed  on  a "watch  dog" 
role.  The  miltidisciplinary  team  also  initiates  re- 
habilitative efforts  for  the  child  and  family  by 
mobilizing  hospital  and  community  resources  avail- 
able for  the  family.  Parents  should  receive  con- 
tinued support  through  an  effective  modality  of 
care.  Ninety  percent  of  parents  can  be  helped  to 
re-establish  an  effective,  functional  nurturing  role. 

Management  Problems 

Before  instituting  a comprehensive  program  for 
the  management  of  child  abuse,  the  community 
must  be  made  aware  of  certain  problems  often 
encountered  in  the  course  of  management.  First, 
identification  of  child  abuse  may  be  hampered  by 
the  fact  that  people  have  a fear  of  testifying  in 
court.  This  is  true  even  of  professionals  like 
physicians  and  nurses.  Efforts  must  be  made  to 
make  the  court  proceedings  less  threatening  to 
professionals  and  laymen. 

Second,  many  professionals  are  not  adequately 
trained  in  the  areas  relating  to  child  abuse  and 
neglect.  Some  provision  for  continuing  education 
or  refresher  courses  must  be  made. 

Third,  nurses,  social  workers,  and  physicians  are 
not  accustomed  to  working  with  each  other  as 
peers.  Physicians  are  accustomed  to  being  the 
"boss,"  the  decision-maker  who  tells  others  what 
to  do.  The  multidisciplinary  team  should  function 
as  peers,  and  a period  of  adjustment  to  new  roles 
will  be  necessary. 

Fourth,  not  everyone  will  be  a good  communica- 
tor. Abusing  parents  often  have  difficulty  in 
communicating  with  people,  and  special  skills  in 
communication  are  required  of  those  who  work  in 
the  field  of  child  abuse.  Some  training  in  the  art  of 
communication  will  be  necessary. 

Fifth,  the  drain  on  time,  finances,  and  emotions 
for  the  physician  in  private  practice  is  truly 
extensive.  Parents  and  children  often  require  8 to 
10  hours  of  intensive  care  during  the  crisis  and 
many  hours  of  additional  therapy.  Also,  there  is 
not  adequate  third  party  re-imbursement  for  a 
child  abuse  case.  There  is  a set  fee  regardless  of  the 
amount  of  time  spent. 

Finally,  there  is  a lot  of  pressure  on  the 
physician  to  make  the  right  decision  to  protect  the 
child,  and  this  is  an  emotional  drain.  It  might  be 
more  reasonable  to  pay  a full-time,  hospital-based 
physician  to  handle  all  child  abuse  cases  for  the 
community  rather  than  to  expect  private  physi- 
cians to  devote  time  to  the  program. 


Sixth,  there  is  very  little  personal  reward  for  any 
person  working  in  the  field  of  child  abuse.  Parents  i 
do  not  show  up  on  time  for  appointments;  they 
don't  pay  bills;  they  don't  smile  and  say  "Thank  I 
you."  If  things  go  wrong,  the  worker  must  fear  | 
that  the  parents  may  beat  their  child  again.  None  i 
of  these  problems  are  insurmountable.  With  recog-  J 
nition  of  these  possible  pitfalls  and  careful  plan-  < 
ning,  a successful  program  can  be  designed. 

Symptom  of  Crisis 

Programs  developed  for  the  management  of  ‘ 
child  abuse  ideally  would  possess  the  following  | 
attributes.  First,  child  abuse  should  be  viewed  as  a : 
symptom  of  family  crisis  with  professional  services  i 
oriented  toward  making  families  stronger.  Atten-  | 
tion  must  be  paid  to  developing  public  policies  » 
which  strengthen  family  life.  * 

Second,  there  should  be  attention  to  the  com-  i 
munity  context:  the  values  of  the  community,  its  l 
techniques  of  problem  solving,  its  traditions  of  : 
child  rearing,  and  its  available  resources.  There  i 
should  be  citizen  supervision  through  community- 
based  councils  for  children. 

Third,  program  services  should  include  social  ; 
work  counseling;  medical  consultation  and  treat-  | 
ment,  including  psychiatry;  legal  services;  tern-  i 
porary  foster  home  care;  round-the-clock  emergen-  | 
cy  services;  and  education.  j 

Fourth,  regular  evaluation  of  the  effectiveness  of  ■ 
intervention  is  a crucial  part  of  any  program.  No  1 
child  should  be  returned  to  his  home  unless  there  is 
good  evidence  that  he  is  being  returned  to  a 
rehabilitated  home.  Finally,  all  people  should  be 
eligible  for  services.  This  should  not  be  a program 
just  for  indigent  families.  Abusing  parents  come 
from  all  socioeconomic  groups,  and  financial 
means  should  not  be  a test  for  eligibility. 

Three  Approaehes 

Programs  for  the  management  of  child  abuse 
may  use  three  approaches  to  integrate  the  goals  of 
abusing  parents  with  the  objectives  of  the  treat- 
ment program.  These  three  goal  integration  models 
were  devised  by  Jon  FI.  Barrett  in  his  paper, 
"Individual  Goals  and  Organizational  Objectives:  A 
Study  of  Integration  Mechanisms."  The  first  goal 
integration  model,  the  Exchange  Model,  is  com- 
mon to  nearly  all  programs  for  the  management  of 
child  abuse.  In  the  Exchange  Model,  a fairly 
explicit  bargaining  relationship  prevails  between 
the  organization  and  the  individual.  The  organiza- 
tion contributes  to  an  individual's  pursuit  of 
personal  goals  on  the  condition  and  to  the  extent 
that  he  contributes  to  the  achievement  of  the 
organization's  objectives.  This  exchange  in  a child 
abuse  program  usually  involves  the  parent  co- 
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operating  and  participating  in  the  treatment  pro- 
gram in  exchange  for  the  program's  help  in 
retaining  custody  of  the  child.  It  is  usually  under- 
stood that  unless  the  parent  cooperates  in  the 
treatment  process,  the  child  will  be  permanently 
removed  from  the  home.  This  can  be  a powerful 
incentive  for  abusing  parents.  Many  of  these 
parents  have  intense  longings  for  children  for 
reasons  described  previously  and  are  willing  to 
work  with  professionals  to  understand  the  causes 
of  their  abusive  behavior. 

The  second  goal  integration  model,  the  Sociali- 
zation Model,  is  basically  a social  influence  model. 
Influence  processes  in  the  program  encourage  the 
individual  to  value  activities  which  help  to  achieve 
organizational  objectives,  or  to  disvalue  activities 
which  do  not  help  achieve  objectives. 

One  aspect  of  this  model  is  leader  socialization, 
a mechanism  in  which  a formal  leader,  by  example 
and  speech,  clearly  indicates  what  the  program 
objectives  are,  stresses  their  importance,  and  calls 
for  them  to  be  pursued  with  diligence.  It  is 
assumed  that  his  followers  will  come  to  value  the 
objectives  and  will  adopt  them  as  personal  goals. 
One  example  of  this  mechanism  is  a program 
established  in  1973  at  New  York  Foundling  Hos- 
pital. The  program  consists  of  a resident  inpatient 
portion  accommodating  8 mothers  and  8-1 0 children 
and  an  outpatient  program  with  the  same  services 
as  inpatient  excpet  that  the  parents  live  in  their 
own  homes  and  report  to  the  center  for  services. 

After  psychological  testing,  the  mother  is  ob- 
served in  her  daily  interactions  with  the  child  and 
an  individual  treatment  plan  is  formulated.  Each 
mother  is  assigned  a social  worker  who  serves  as 
friend,  companion,  and  advocate.  The  social  work- 
er is  the  link  to  the  community  and  aids  in  securing 
housing,  a job  or  job  training,  education,  or  day 
care  for  the  child.  The  "group  mother,"  a parapro- 
fessional,  assists  the  mother  in  developing  home- 
maker skills  and  develops  a daily  routine  around 
housekeeping,  shopping,  and  cooking.  The  "group 
mother"  teaches  the  abusing  parent  how  to  dis- 
I cipline  and  train  her  child  through  appropriate 
? mothering  techniques.  There  is  structured  play 
^ therapy  to  stimulate  the  child's  visual,  tactile,  and 
; auditory  senses  and  to  encourage  the  mother  to 
,1  relate  more  positively  towards  her  child. 

t These  sessions  help  identify  particular  behaviors 
that  trigger  the  mother's  negative  responses.  Pro- 
gram emphasis  is  on  role-modeling  techniques. 
Following  completion  of  the  program,  the  mothers 
return  to  the  community  where  they  are  followed 
for  up  to  1 year  in  "after-care."  "After-care" 
involves  a weekly  visit  by  a nurse,  weekly  group 
therapy,  and  a social  service  visit  twice  a week. 


Peer  Socialization 

The  second  aspect  of  the  Socialization  Model  is 
peer  socialization,  a mechanism  in  which  peers 
relate  to  each  other,  stating  what  the  program 
objectives  are,  stressing  their  importance,  and 
helping  each  other  to  fulfill  these  objectives. 
Examples  of  this  are  Parents  Anonymous  or 
Families  Anonymous,  self-help  groups  organized 
on  a voluntary  basis  by  abusive  parents  themselves, 
with  sponsorship  and  guidance  from  a professional 
worker. 

The  third  goal  integration  model  is  the  Ac- 
commodation Model.  In  this  model,  individual  goals 
are  taken  into  account  in  determining  program 
objectives.  The  program  is  structured  in  such  a way 
that  the  pursuit  of  program  objectives  will  be 
intrinsically  rewarding  and  will  provide  for  the 
simultaneous  gratification  of  individual  needs  and 
motives.  Kempe  et  al  were  the  first  to  recognize 
that  a therapeutic  program  must  include  an  at- 
tempt to  provide  "mothering"  to  the  deprived 
adults  who  were  abusing  their  children.  Efforts 
must  be  made  to  provide  "parenting"  for  the 
abused  parent,  to  help  assuage  the  emptiness  many 
of  these  parents  feel  inside.  The  program  should 
also  accomodate  to  individual  needs  for  education, 
better  housing,  or  other  services  for  which  the 
parent  feels  he  has  a need. 

Summary 

In  summary,  any  program  for  the  prevention 
and  treatment  of  child  abuse  is  designed  to  change 
behavior  and  attitudes  of  abusing  parents.  The 
primary  goal  is  to  provide  services  to  the  parents 
and  to  prevent  separation  of  parent  and  child 
through  rehabilitative  efforts.  The  secondary  goal 
is  to  effect  a separation  where  necessary,  either  on 
a temporary  or  permanent  basis.  Effective  pro- 
grams to  facilitate  change  utilize  some  of  the 
principles  examined  by  National  Training  Labora- 
tories in  their  study  of  elements  that  facilitate 
change.  "Persons  tend  to  change  more  readily 
when  they  have  the  competencies,  knowledge,  or 
skills  required  by  the  change.  Persons  tend  to 
change  more  readily  in  an  environment  free  from 
threat  and  judgement.  Persons  tend  to  maintain 
change  as  the  change  is  supported  by  their  environ- 
ment. Persons  tend  to  maintain  change  if  there  is  a 
public  commitment  to  the  change."  □ 
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HILL  CREST  HOSPITAL 


This  113-bed  private  psychiatric  hospital  offers: 

* full  physical  and  psychological  diagnostic  facilities 

* staff  psychiatrists,  psychologists  and  consultants  in  all  medical  specialties 

* extensive  activities  therapy  program 

* in-depth  social  service  department 

* primary  care  nursing 

* biofeedback 

* Higdon  Hill  School  for  adolescents,  in-patients,  day-students,  residential 

* private  and  semi-private  rooms 

* spacious,  landscaped  campus  in  metropolitan  Birmingham  area 

* acceptance  of  most  major  insurance  carriers  — medicare  approved 

* membership  in  American  Hospital  Association,  National  Association  of  Private  Psy- 
chiatric Hospitals,  Alabama  Hospital  Association  and  Birmingham  Regional  Hospital 
Council 

* fully  accredited  by  Joint  Commission  on  Accreditation  of  Hospitals 

* patient  referrals  accepted  directly  to  hospital  through  admitting  department 

For  more  information,  call  1-800-292-8553  toll  free  in  Alabama,  or  write  Department  of 
Community  Relations  for  information  brochure. 

HILL  CREST  FOUNDATION,  INC. 

6869  Fifth  Avenue  South  Birmingham,  Alabama  35212 

PHONE:  205-836-7201 


The  Gieat  Laxative  Escapfl 


^octyi~ik>diurn  8ulfotil|pcinate 

Colace  means  escape—from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit.  | 
Colace  gently  heiea  soften  stools  for  easy,^piHlP‘-^ 
unstrained  elimination.  It's  the  griaiiiaxati.vga 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid. 
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This  asthmalic 

ism  worried  about  his  next  breath... 


He'S  active 
He’S  effectively 
maintained  on 


contains  theophylline  (onhydrous)  150  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg.  Elixir:  alcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomonc  relief  of  bronchosposhc 
condinons  such  os  bronchial  osrhmo.  chronic  bronchitis,  and 
pulmonary  emphysemo. 

Warnings:  Do  not  odminister  more  frequently  thon  every 
6 hours,  or  within  12  hours  ofter  recrol  dose  of  ony  prep- 
ororion  conroining  rheophylline  or  ominophylline.  Do  nor 
give  other  compounds  conroining  xonrhine  derivorives 
concurrenriy. 

Precoutions:  Use  with  courion  in  porienrs  with  cordloc 
disease,  heporic  or  renol  impoirmenr.  Concurrent  odminis- 
rrorion  with  cerroin  onribiorics,  i.e.  clindomycin,  erythromy- 
cin, troleondomycin.  moy  result  in  higher  serum  levels  of 
rheophylline.  Plosmo  prothrombin  ond  focror  V moy 
increose,  but  ony  clinicol  effect  is  likely  to  be  srrxjll.  Merobo- 
lires  of  guoifenesin  moy  contribute  to  increased  urinory 
5-hydroxyindoleoceric  ocid  reodings,  when  determined 
with  nirrosonophrol  reogent.  Sofe  use  in  pregnoncy  hos  not 
been  established.  Use  in  cose  of  ptegnoncy  only  when 
cleorly  needed. 

Adverse  Reoctions:  Theophylline  may  exert  some  srimulor- 
ing  effect  on  the  centrol  nervous  system.  Its  odministrorion 
moy  cause  locol  irrirorion  of  the  gosrnc  mucoso,  with  possi- 
ble gosrnc  discomfotr.  nouseo,  ond  vomiting.  The  frequency 
of  odverse  reactions  is  related  to  the  serum  rheophylline 
level  and  is  nor  usuolly  o problem  or  serum  rheophylline 
levels  below  20  /xg/ml. 

How  Supplied:  Copsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100:  Elixir  in  bottles  of  1 pint  ond  1 gollon. 
See  pockooe  insert  for  complete  prescribing  informonon. 


I \ 

P 

c 


PHARMACEUTICAL  DIVISION 

€>1978  Vead  Johnson  & Company  • Evansville  Indiana  47721  USA  MJL  6-4220R3 


The  Management  Of  Intraetable  Diarrhea  Of  Infaney 

With  Peripheral  Nutrition  Utilizing  A Commercial  Fat  Emulsion 


William  L.  Buntain,  M.D.1^ 
Arnold  G.  Coran,  M.D.+ 


ABSTRACT 

Intractable  diarrhea  of  infancy  remains  a major 
clinical  problem.  Treatment  has  varied.  Viewed 
here  as  an  organ  system  failure  management  has 
two  goals  to  place  the  bowel  at  rest,  to  allow 
healing  and  provide  nutritional  requirements  as 
physiologically  as  possible.  This  report  describes  5 
infants  with  intractable  diarrhea  treated  by  bowel 
rest  and  total  peripheral  intravenous  nutrition 
utilizing  10%  Intralipid.  Various  other  treatment 
regimens  are  discussed,  comparing  the  associated 
physiologic  attributes  and  complications.  Total 
peripheral  intravenous  nutrition  utilizing  a fat 
emulsion  is  believed  superior  to  other  regimens  in 
meeting  the  listed  goals  of  management. 

Diarrhea  and  malabsorption  are  important  gas- 
trointestinal disorders  of  infancy. i "Intractable, 
diarrhea  of  infancy"  is  diagnosed  when  the  diar- 
rhea has  been  present  for  more  than  two  weeks,  in 
an  infant  less  than  three  months  of  age;  in  whom 
more  than  three  stool  cultures  have  been  negative 
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for  pathogens,  and  the  symptoms  have  been 
refractory  to  conventional  treatment.2  A number 
of  mechanisms  are  believed  responsible,  but  the 
data  supporting  these  theories  is  deficient.  Treat- 
ment has  varied  from  formula  changes  and  anti- 
biotics and  rehydration  to  elemental  diets,  total 
central  or  peripheral  intravenous  nutrition,  and 
recently  to  cholestyramine.  This  report  describes  5 
infants  with  intractable  diarrhea  treated  by  bowel 
rest  and  total  peripheral  intravenous  nutrition 
using  10%  Intralipid.* 

Materials  and  Methods 

Five  infants  (Table  I),  three  females  and  two 
males,  ranging  in  age  from  six  to  12  weeks,  were 
diagnosed  as  having  intractable  diarrhea  by  the 
above  criteria,  at  the  Los  Angeles  County  — 
University  of  Southern  California  Medical  Center 
during  the  18  month  period  from  May  1972 
through  October  1973.  Following  attempts  to 
manage  the  diarrhea  with  conventional  therapy,  all 
infants  were  placed  on  a peripheral  intravenous 
infusion  protocoD-^  using  the  fat  emulsion  In- 
tralipid and  dextrose  as  the  nonprotein  calorie 
sources  and  Amigen**  as  the  protein  source  (Table 
II),  by  a technique  previously  described3.4 . (Pres- 
ent therapy  protocols  would  utilize  the  crystalline 
amino  acid  solution  Freamine  instead  of  the 
protein  hydrolysate  Amigen.) 

All  infants  were  managed  in  intensive  care  units 
and  followed  closely  both  clinically  and  bio- 
chemically, with  daily  weights,  accurate  daily 
intake  and  output,  and  weekly  determination  of 
serum  electrolytes,  glucose,  blood  counts,  and  liver 
function  studies.  An  informed  consent  was  signed 
by  all  parents  prior  to  the  initiation  of  Intralipid 
therapy. 


* Manufactured  by  Vitrum  Co.,  Stockholm, 
Sweden,  and  supplied  by  Cutter  laboratories,  Ber- 
keley, California. 

** Manufactured  by  McGraw  Laboratories,  Irvine, 
California. 
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TABLE  I — Infants  With  Chronic  Intractable  Diarrhea  Treated  With 
Total  Peripheral  Intravenous  Nutrition  Using  10%  Intralipid 


Age 

Sex 

No.  of  Days 
I.V.  Nutrition 

Birth  Weight 
(Grams) 

Initial  Weight  Final  Weight 

(Pre-Treatment)  (Grams) 

(Grams) 

Complications 

6 weeks 

F 

16 

3060 

2610 

2910 

None 

8 weeks 

M 

52 

2400 

2865 

3840 

None 

9 weeks 

F 

21 

7 

2940 

3210 

None 

12  weeks 

M 

28 

2310 

2640 

3510 

None 

12  weeks 

F 

9 

2640 

2760 

3210 

None 

Results 

Peripheral  intravenous  nutrition 
required  for  the  entire  group  for  a 

(P.I.N.)  was 
total  of  126 

constant,  and  the  i 
weaned  off  the  P.l 
early  in  the  phase  of 

nfants  could 
.N.  and  onto 
"recuperation 

progressively  be 
an  oral  formula 

t / 

hospital  days,  with  an  average  of  25.2  days/infant 
(range  nine  to  52  days).  (Table  I) 

Of  the  four  infants  whose  birth  weights  were 
known,  three  had  pre-therapy  weights  greater  than 
their  birth  weights.  All  five  infants  showed  progres- 
sive weight  gain  during  intravenous  nutrition  with 
an  average  total  increase  of  573  grams  (range  270 
to  975  grams).  The  average  daily  weight  gain  was 
22.7  grams. 

Weight  gain  was  progressive,  with  an  initial 
"stabilization  phase"  of  approximately  six  days,  a 
"recovery  phase"  of  another  eight  days,  and  a final 
"recuperative  phase"  thereafter.  After  the  period 
of  "stabilization,"  the  increase  in  weight  was 


AVERAGE  WEIGHT  GAIN 


FIGURE  1 — Average  weight  gain  shown  as  progressive, 
22.7  gram  per  day.  There  was  an  initial  "stabilization 
phase"  of  six  days,  a "recovery  phase"  of  another  eight 
days,  and  a final  "recuperative  phase"  thereafter,  during 
which  weight  gain  was  consistent  and  weaning  could  occur. 


All  diarrhea  stopped  within  two  days  of  the 
initiation  of  the  P.I.N.  protocol  and  bowel  rest, 
with  nothing  by  mouth. 

Metabolic  balance  studies  were  not  done.  Serum 
potassium  levels  were  consistently  elevated  but 
returned  to  normal  following  cessation  of  therapy. 
All  other  serum  electrolytes  and  biochemical 
studies  remained  normal. 

There  were  no  complications  of  therapy  and  no 
deaths. 

Discussion 

"Intestinal  failure,"  as  coined  by  Phillips^,  is  an 
attractive  and  descriptive  method  of  viewing  in- 
fantile "intractable  diarrhea."  When  integrated 
intestinal  function  fails,  regardless  of  cause,  fecal 
excretion  is  inconvenient,  bulky,  and  liquid.  It  is 
both  logical  and  reasonable  to  relate  diarrhea  to 
organ  system  failure.  In  chronic  diarrhea^.z  the 
initial  insult  destroys  the  intestinal  mucosa  and  its 
ability  to  produce  enzymes  necessary  for  the 
proper  absorption  of  nutrients.  Even  after  the 
inciting  cause  has  been  eliminated,  placement  of 
food  into  the  lumen  of  the  bowel  causes  further 
intestinal  irritation,  diarrhea,  and  malabsorption, 
resulting  in  inadequate  absorption  of  calories  and 
protein  necessary  for  intestinal  mucosal  regenera- 
tion, and  in  exacerbation  of  the  already  existing 
pathology. 

To  maintain  adequate  nutrition  in  infants  with 
chronic  intractable  diarrhea  is  one  of  the  most 
frustrating  problems  facing  the  physician. s Prompt 
attention  to  nutritional  requirements  is  necessary, 
as  the  sick  infant  has  a much  smaller  fuel  reserve 
and  delay  in  nutritional  therapy  rapidly  depletes 
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these  reserves  even  further,  leading  to  slower 
healing. 9 Nutritional  failure  and  secondary  in- 
fection are  the  most  common  cause  of  death  in  this 
entityio  and  prior  to  intravenous  alimentation  the 
mortality  rate  had  been  reported  as  high  as  75%. i ^ 
If  we  adopt  the  concept  of  "intestinal  failure"  as 
the  end  result  of  events  producing  infantile  intract- 
able diarrhea,  management  has  two  goals: 

1.  To  place  the  bowel  at  rest  to  allow  healing  in 
the  form  of  mucosal  regeneration  and  to  allow  a 
return  to  normal  of  the  enzyme  activities  integrat- 
ing intestinal  function. 

2.  To  supply,  as  physiologically  as  possible, 
nutritional  requirements  adequate  to  maintain  me- 
tabolic equilibrium  with  regard  to  growth  and 
development,  while  intestinal  healing  occurs. 

When  intestinal  failure  is  complete,  total  paren- 
teral nutrition  (T.P.N.)  offers  the  only  available 
support  while  the  results  of  more  definitive  thera- 
py are  awaiteds.i 2.1 3.  jhe  basic  indication  for 
T.P.N.  is  the  inability  to  obtain  adequate  nutrition 
via  the  gastrointestinal  tracts.  Where  aggressively 
applied  to  infants  with  intractable  diarrhea,  the 
results  with  T.P.N.  are  uniformly  excellenti  ^-2 1 . 
However,  reports  of  the  complications  of  this  form 
of  therapyi  4-25  have  raised  serious  questions  as  to 
its  safety.  The  fact  that  infection  may  play  a role 
in  the  etiology  of  intractable  diarrhea  may  in  itself 
explain  the  high  rate  of  complications  with  intra- 
venous nutritional  therapy. 

Peripheral  intravenous  nutrition  with  carbo- 
1 hydrateii-2  6 as  the  sole  nonprotein  caloric  source, 
j in  large  volumes,  has  been  successful  in  eliminating 
the  need  for  a central  venous  catheter.  Large 
i volumes  are  required  for  many  weeks  and  weight 
gains  of  18  grams/day  have  been  reportedii. 
I Central  catheters  were  used  only  when  peripheral 
veins  were  no  longer  available. 

Another  approach  to  obviate  the  potentially 
serious  and  life-threatening  complications  of  cen- 
tral venous  catheters  is  the  use  of  elemental 
diets9,2  7,2  8,2  9.  Growth,  development,  and  a 
positive  nitrogen  balance  over  long  periods  without 
serious  side  effects  have  been  demonstrated  with 
elemental  diets.  Being  rapidly  absorbed  in  the 
upper  gastrointestinal  tract,  they  stimulate  less 
pancreatic  and  biliary  secretions  than  standard 
formulas  require  minimal  digestion,  and  are  easy  to 
administer;  they  are  available  in  varied  concentra- 
tions and  osmolalities.  Vivonex***  is  the  elemental 
diet  used  most  frequently  and  consists  of  basic 
amino  acids  and  monosaccharides.  It  is  pre- 


*** Manufactured  by  Eaton  Laboratories,  Norwich, 
New  York. 


TABLE  II  — Protocol  For  The  Total 
Intravenous  Feeding  Of  Infants 

Volume  (ml/kg  Amount  (g/kg 
Body  wt.  Body  wt. 

Constituent  24  Hr)  24  Hr.)  Calories 

10%  Intra lipid  40 

4 

44 

5%  Amigen*  in  5%  Glucose  80 

4 (protein)  32 

10%  Glucose  30 

Total  Volume  150 

3 

12 

Total  Calories 

88 

Electrolyte  & Vitamin  Contents/Liter 

Sodium 

43.0 

Potassium 

46.0 

Calcium 

10.5 

Magnesium 

6.0 

Chloride 

67.0 

Phosphate 

29.0 

Multivitamin  Infusion** 

1.7  ml. 

Folic  Acid 

1 .5  mg. 

Aquamephyton 

1.0  mg. 

Vitamin  B^  ^ 

10.0  g. 

♦Manufactured  by  McGaw  Laboratories,  Glendale,  California.  (The 
crystalline  amino  acid  solution  Freamine  can  be  used  instead  of  the 
protein  hydrolysate  Amigen).  **  U.S.  Vitamin  and  Pharaceutical 
Corp.,  New  York,  N.Y. 


packaged  as  an  80  gram  packet  of  soluble  powder 
containing  300  calories,  80%  of  which  are  derived 
from  carbohydrate  and  only  0.4%  from  fat.  L-ami- 
no  acids  serve  as  the  nitrogen  source.  Slow  con- 
stant feeding  is  the  best  method  of  administration. 
The  concentration  of  the  Vivonex  mixture  is  very 
important  in  infants,  for  osmotic  dehydration  and 
diarrhea  are  not  uncommon  complications.  This 
can  be  prevented  if  an  isotonic  concentration  is 
started  and  the  osmolality  is  slowly  increased  over 
several  days.  The  time  needed  for  adaptation  seems 
to  depend  on  the  amount  of  functional  intestinal 
absorptive  surface  remaining. 2 9 

Sherman  et  al2s  treated  24  infants  with  intract- 
able diarrhea  with  Vivonex,  initially  using  a 13% 
solution  supplying  15  calories/ounce,  advancing  to 
an  18%  solution  with  20  calories/ounce  after  three 
days,  and  then  increasing  to  a volume  which 
supplied  110  calories/kg/day  and  2.25  grams  pro- 
tein/kg/day.  At  the  conclusion  of  treatment,  the 
infants  were  gradually  switched  to  another  basic 
formula.  All  24  infants  did  well  with  a mean 
weight  gain  of  28+17  grams/day  following  24+16 
treatment  days.  However,  if  we  accept  the  concept 
of  intestinal  failure  with  regard  to  severe  intract- 
able diarrhea,  it  seems  unphysiologic  and  unwise  to 
continuously  challenge  an  organ  system  with  ab- 
normal mucosal  function  and  enzyme  activity, 
with  large  volumes  of  a hyperosmolar  solution. 
Further,  a normally  physiologic  diet  (mother's 
milk)  contains  four  to  six  grams  of  fat  per 
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kilogrami  2,30.31  as  a form  of  energy,  while  the 
commonly  used  T.P.N.  and  P.I.N.  solutions  are 
essentially  fat-free  and  less  than  1%  of  the  calories 
in  the  elemental  diets  are  derived  from  fat. 

Infants  on  long  term  T.P.N.  are  commonly  given 
plasma  and/or  blood  infusions  once  or  twice  a 
week  while  on  this  therapy,  theoretically  to  supply 
essential  fatty  acids  and  trace  minerals. How- 
ever, there  is  evidence  to  indicate  that  these 
infusions  have  no  effect  on  fatty  acid  Ievels6,3  2.  it 
was  formerly  believed  that  the  absence  of  fat 
produces  no  apparent  problems  in  the  majority  of 
patients  maintained  on  intravenous  feeding  for  two 
to  three  months^;  after  that  period,  signs  of 
essential  fatty  acid  deficiency  in  the  form  of  severe 
skin  rashes  develop.  However,  changes  in  plasma 
lipids  and  fatty  acid  levels  characteristic  of  es- 
sential fatty  acid  deficiency  have  been  shown  to 
occur  early,  usually  within  the  first  week  of 
intravenous  alimentation. 32, 33 

That  essential  fatty  acids  are  needed  by  infants 
cannot  be  disputed.  Plasma  fatty  acid  patterns 
characteristic  of  essential  fatty  acid  deficiency  can 
be  converted  to  normal  in  infants  with  the  ad- 
ministration of  small  amounts  of  essential  fatty 
acids,  intravenously,  orally,  or  cutaneous- 
Iy32,3  3.34.  |t  is  preferable  and  more  physiologic 
to  provide  essential  fatty  acids  initially  in  nutri- 
tional solutions  in  order  to  avoid  these  deficiencies. 
Intralipid  satisfies  this  requirement,  since  50%  of  it 
is  composed  of  the  essential  fatty  acid  linoleic  acid. 
When  given  peripherally  with  a protein  and  carbo- 
hydrate supplement,  the  hazards  and  complications 
of  central  venous  lines  are  obviated,  while  simul- 
taneously allowing  near  total  rest  of  a failed  organ 
system,  with  resultant  intestinal  mucosal  healing 
and  restoration  of  enzymatic  and  absorptive  func- 
tion. 

The  length  of  time  the  infusion  is  required  is  a 
function  of  the  "healing  time"  of  the  bowel 
mucosa,  approximately  25  days  in  this  series.  The 
weight  gain  in  these  patients  is  acceptable  at  22.7 
grams/infant/day,  versus  28±17  grams/infant/day 
with  the  elemental  diets2  8,  30  to  45  grams/in- 
fant/day with  T.P.N. 6, 8^  and  18  grams/infant/day 
with  P.I.N.  (without  Intralipid)  1 1 . Weight  gains  in 
infants  with  intractable  diarrhea  are  probably 
slightly  less  than  the  normal,  10  to  15  grams/kg/ 
day3  5,  because  of  the  severe  nutritional  depletion 
present  in  these  infants  initially. 

T.P.N.  and  P.I.N.  accomplish  the  goals  of  thera- 
py previously  set  forth  in  this  report,  but  at  a 
potentially  considerable  expense  and  complication 
rate.  The  elemental  diets  have  a place  in  the 
management  of  infants  with  nutritional  disorders, 
but  their  use  is  contraindicated  in  the  intestinal 


failure  of  intractable  diarrhea.  P.I.N.  with  In- 
tralipid accomplishes  these  goals  at  considerably 
less  risk,  with  equal  or  better  success,  and  is  more 
physiologic. 

Cholestyramine,  a nonabsorable  anion  exchange 
resin  with  a strong  affinity  for  bile  acids  has  also 
been  helpful  in  the  management  of  diarrhea  sec- 
ondary to  the  cathartic  effect  of  bile  acids  on  the 
colon.  It  has  recently  been  used  to  treat  intractable 
nonspecific  diarrhea  of  infancy36,3? . These  au- 
thors treated  27  patients  with  intractable  diarrhea 
using  oral  cholestyramine  for  periods  of  four  to  25 
days,  and  in  all  cases  the  diarrhea  ceased  within 
one  to  three  days.  Relapses  responded  to  further 
oral  cholestyramine  therapy.  There  were  no  serious 
complications  and  there  were  no  differences  be- 
tween those  with  positive  and  negative  stool 
cultures.3  6 The  mechanism  of  action  is  not  well 
understood,  and  similar  results  have  not  been 
duplicated!  1 ; further  investigation  in  this  area  is 
clearly  warranted.  Until  its  therapeutic  benefits  are 
clearly  defined,  we  believe  P.I.N.  with  Intralipid  is 
the  most  physiologic  approach  to  the  management 
of  the  infant  with  chronic  "intractable  diarrhea." 
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COMMITTEE  OF  PUBLIC  HEALTH 

The  State  Committee  of  Public  Health  took  the  following 
actions  at  its  meeting  on  July  19,  1978: 

• Confirmed  the  appointment  of  Mr.  Clay  H.  Dean  as 
Director  of  the  State  Health  Planning  and  Development 
Agency  and  Mr.  Oliver  C.  Kyle,  as  Acting  Director  of  the 
Bureau  of  Health  Development,  effective  June  27,  1978. 

• Was  advised  of  the  conditional  designation  of  the  State 
Committee  of  Public  Health  as  the  State  Health  Planning 
and  Development  Agency,  certified  through  June  30,  1979. 

• Approved  initial  issuance  of  Assurance  of  Need  for  15 
facilities  and  extended  the  Assurance  of  Need  for  a Mobile 
Facility. 

• Was  advised  of  the  approval  of  the  Alabama  State  Board 
of  Health  as  the  Agency  to  carry  out  provisions  of  Section 
1 1 22  of  the  Social  Security  Act  through  June  30,  1 979. 

• Reviewed  and  commented  on  Health  Systems  Plans, 
Second  Editions,  with  a number  of  specific  recommenda- 
tions to  tbe  Statewide  Health  Coordinating  Council. 

• Approved  a recommendation  from  the  Dental  Repre- 
sentative urging  participation  of  dentists  in  the  preparation 
of  HSA  plans  and  coordination  with  emphasis  on  three 
principles  of  dental  health  planning  emphasizing  health 
education  and  prevention,  and  manpower  considerations. 

• Approved  a motion  emphasizing  the  proper  utilization 
of  nurses  and  nurse  practitioners  in  health  delivery  systems. 

• Approved  a comment  objecting  to  the  establishment  of 
hospital-based  ambulatory  and  primary  care  units. 

• Approved  a recommendation  that  a state  level  be  set  for 
nursing  home  beds  based  on  utilization  instead  of  varying 
from  one  HSA  to  another. 

• Approved  a motion  objecting  to  the  standard  of  a 1,500 
obstetrical  deliveries  per  year  minimum  in  community 
hospitals  to  justify  the  provision  of  maternity  services. 

• Approved  a motion  commenting  that  the  scope  of  some 
HSPs  were  too  broad  and  were  considered  to  be  outside  tbe 
scope  of  health  planning. 

• Approved  a motion  that  the  SHCC  be  advised  that  HSPs 
should  not  specify  a sponsor  of  a needed  facility. 

• Approved  a recommendation  from  HSP  No.  3 for  a 
rewriting  of  the  End-Stage  Renal  Disease  Section  to 
conform  to  the  Alabama  ESRD  Plan  and  Federal  Regula- 
tions. 

• Approved  a proposed  amendment  to  the  EMS  Law  for 
introduction  in  the  forthcoming  Legislative  Sessions. 

• Was  advised  of  the  decree  from  the  U.S.  District  Court 
specifying  the  conditions  for  accessibility  of  vital  records  to 
the  news  media  and  affirming  the  assurance  that  the  public 
and  tbe  press  should  have  equal  access  to  public  informa- 
tion. 

• Approved  for  distribution  for  purposes  of  a public 
hearing  a draft  of  regulations  governing  subdivision 
sewerage  systems  and  water  supplies. 

• Received  information  regarding  the  support  of  educa- 
tors for  the  compulsory  immunization  requirement. 

• Was  advised  regarding  a decision  to  decrease  aid  for 
unborn  children. 

• Was  advised  of  continuing  efforts  to  secure  capital 
construction  funds  for  the  completion  of  space  in  the 
Jefferson  County  Health  Department  for  relocation  of  the 
branch  laboratory.  □ 
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CME  TEAROUT  - PLEASE  REMOVE  AND  KEEP  FOR  FUTURE  REFERENCE 


CATALOG  OF  FREE  CME  TAPES  AVAILABLE  FOR  MASA  MEMBERS 

Listed  below  is  a complete  catalog  of  all  videocassette  tapes  currently  available  for  free  checkout  from  the  Education 
Department  of  MASA.  These  tapes,  produced  by  the  Network  for  Continuing  Medical  Education,  deal  with  a great  variety  of 
medical  topics  of  interest  to  Alabama  physicians.  Each  tape  lasts  about  one  hour  and  most  present  three  different  topics. 
These  tapes  should  make  a very  interesting  program  for  medical  societies,  inservice  gatherings  or  just  further  information  for 
one  doctor.  Each  of  these  programs  qualify  for  CME  credit.  Some  programs  are  approved  for  Category  I credit;  all  others  will 
qualify  for  Category  V credit.  Reference  materials  and  review  questions  are  available  for  many  of  these  tapes.  To  view  these, 
you  will  need  access  to  eqipment  that  can  play  3/4"  videocassettes  with  a colored  television  monitor.  To  get  these  tapes 
simply  write  or  call  the  Education  Department  toll-free  T800-392-5668  and  let  us  know  the  number  of  the  tape  that  you 
desire.  These  are  available  normally  for  a two  week  period  but  extensions  can  be  granted  if  needed  for  further  viewing. 


TAPE 

NO. 


Released  in  1 975 


TAPE 

NO. 


233  The  Diagnostic  Challenge  of  Chest  Pain,  Parts  I & II  Clinical 
Pathways  of  Cardiomyopathy 

234  Inguinal  Hernia  Repair:  The  Shouldice  Technique,  The  Pili  and 
The  Informed  Patient,  Parts  I & II 

235  Cutaneous  Signs  of  Internal  Malignancy,  The  Exercise  Test, 
Bone  Neoplasms  in  Children:  Early  Detection 

236  Congestive  Heart  Failure:  Precision  Diagnosis  Pediatric  Prog- 
ress: Subdural  Fluid  Collections,  Bedside  Pulmonary  Artery 
Catheterization 

237  Congestive  Heart  Failure:  Successful  Management,  Iatrogenic 
Drug  Problems,  Internal  Jugular  Vein  Catheterization 

238  The  Team  Approach  to  Chronic  Pain,  The  Comatose  Patient: 
Pathophysiology  Cervical  Spine:  Displacement  or  Disease’ 

4149  How  I Do  a Subclauian  Venipuncture 

2007116 

Treatment  of  Coronary  Heart  Disease  — Postinfarction  Compli- 
cations 

1305607 

Management  of  Stroke  — Part  II 


Released  in  1 976 

239  The  Comatose  Patient:  Immediate  Management  and  Evalua- 
tion, Outpatient  Treatment  of  Hemorrhoids,  Purpura:  Inter- 
preting the  Significance 

240  Injuries  of  the  Young  Athlete,  Urinary  Tract  Calculi,  Iatrogenic 
Problems;  Untoward  Reactions  to  Contrast  Studies 

241  Chronic  Active  Hepatitis,  Techniques  in  ADL  For  the  Adult 
Disabled,  Fever  of  Unknown  Origin:  Diagnostic  Challenge 

242  Vulvar  Lesions:  A New  Awareness  Acne,  Lower  Gl  Bleeding: 
Angiographic  Evaluation 

243  Headache,  Diagnosis  of  Common,  Painful  Hand  Disorders,  The 
Endocrine  Evaluation  of  Overweight  Children 

244  Blunt  Chest  Trauma  — The  First  Hours,  Behavioral  Condition- 
ing: Therapy  for  Phobias,  Peripheral  Arterial  Flow:  A Nonin- 
vasive  Assessment 

245  Head  Trauma:  Evaluation  For  The  Nonneurosurgeon,  Office 
Gynecologic  - Cancer  Screening,  The  Shoulder  Examination 

246  Pulmonary  Embolism:  Levels  of  Evaluation  and  Treatment, 
Tuberculosis:  A Clinical  "Sleeper”,  A Physiologic  Approach  to 
the  Diagnosis  of  Hypothyroidism 

247  When  and  How  To  Do  A Tracheotomy,  Minimizing  Adverse 
Effects  of  Diuretics,  Treatment  of  the  Complicated  Hypo- 
thyroid Patient 


248  Therapeutic  Trials:  Ethics  of  Clinical  Experimentation,  Parts  I 
& II,  Fat  Embolish:  A Reversible  Killer 

249  Beta  Blockers  in  Cardiac  Disease,  The  Clinical  Significance  of 
Abnormal  Fingernails,  I nterllectual  Decline:  Senile  Dementia 
or  a Treatable  Disorder?  Part  I 

250  Deep  Venous  Thrombosis:  Differential  Diagnosis,  Fertility 

Drug  Update,  Intellectual  Decline:  Senile  Dementia  Or  A 
Treatable  Disorder?  Part  II 

251  Clinical  Spirometry:  For  Which  Patients?  Handling  Athletic 
Injuries:  Evaluating  The  Knee  Emergency  Management  of  a 
Patient  With  Dyspnea 

252  Treatment  Tips  For  Common  Foot  Problems,  New  Pulmonary 
Function  Tests:  The  Early  Detection  of  Lung  Disease,  Hyper- 
lipidemia And  Heart  Disease:  Significance  and  Screening 

253  Hyperlipidemia  and  Heart  Disease:  The  Diet  Approach,  COPD: 
Progression  of  Ambulatory  Care,  Anaphylactic  Reactions  to 
Future  Stings 

254  Total  Parenteral,  Nutrition:  Current  Clinical  Applications,  The 
Daily  Diet,  The  Infusion  Technique 

255  Hyperlipidemia  and  Heart  Disease:  The  Drug  Approach, 

Screening  Mammography:  A Second  Look,  Myasthenia  Gravis: 
Not  A Rare  Disease 

256  High  Risk  Pregnancy  - Avoiding  Surprises,  Behavior  Modifica- 
tion: Treatment  or  Coercion?  Parts  I & II 

257  Hyaline  Memprane  Disease  & I ntruauter me.  Assessment  of 
Lung  Maturity,  The  Clinician  and  The  Lab:  Infectious  Disease, 
Dyspnea:  Signal  of  Disease 

258  Hypertensive  Retinopathy:  Funduscopic  Features,  Lactic  Acid- 
osis: Pathogensis  & Etiology,  Lactic  Acidosis:  Differential 

Diagnosis  & Treatment 

259  Fiberoptic  Bronchoscopy:  Its  Use  & Advantages,  Alcohol 

Ingestion:  Acute  Metabolic  Syndromes,  Cat  Scanning:  A New 
Dimension 

260  The  Selective  Use  of  Radiographs  and  Lab  Tests  In  Rheumatic 
Disease,  The  Function  of  Phagocytes,  Bacterial  Infection  and 
Disorders  of  the  White  Cell 

261  Extra-Articular  Manifestations  of  Rheumatoid  Arthritis:  Keep 
A High  Index  of  Suspicion,  How  To  Assess  The  Whiplash 
Injury,  Cardiac  Rehabilitation:  A Status  Report 


Released  in  1 977 

262  Viral  Influenza:  From  Onset  to  Aftermath,  Hyperuricemia, 

Gout  & Pseudogout:  Where  Errors  Occur,  Early  Assessment  & 
Treatment  of  Club  Foot 
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263  Toxemia  and  Hypertension  in  Pregnancy,  Isonlazid;  The  Liver 
& The  Tubercle  Bacillus,  Common  Foot  Problems  In  Early 
Childhood 

264  Differential  Diagnosis  of  Oral  Lesions,  Drug  Spotlight:  Antiar- 
rhythmic  Drugs,  The  Dilemma  of  Chronic  Low  Back  Pain 

265  Benign  Prostatic  Hyperplasia:  Management  Decisions  Carci- 

noma Of  The  Prostate:  Diagnosis  And  Management,  Spinal 
Fracture:  A Chance  To  Prevent  or  Minimize  Cord  Damage 

266  The  Treatment  of  Anaerobic  & Mixed  Aerobic/Anaerobic 
Infections,  Parts  I,  II  & III 

267  Genetics  For  The  Geneialist:  Autosomal  Dominanat  & Reces- 

sive Disorders,  Genetics  For  The  Generalist:  Choromosomal  & 
X-Linked  Disoiders,  Genetics  For  The  Generalist:  Multi- 

factorial  Disoideis 

268  Terminal  Cancer:  The  Hospice  Approach  to  Pain  Control, 
Terminal  Cancer;  The  Hospice  Approach  to  the  Family, 
Congenital  Hip  Dislocation 

269  Drug  Spotlight:  Bronchial  Asthma:  New  Concepts  In  Mecha- 
nisms and  Management,  Medico-Legal  Aspects  of  CPR,  Ra- 
tional Use  of  Antibiotics  in  Surgical  Patients 

270  The  Cyanotic  Infant:  Finding  the  Cause,  Cyanotic  Heart 

Disease  in  Infants.  Corticosteroid  Therapy  and  Inflammatory 
Bowel  Disease 

271  Hypertensive  Emergency  Workshop,  Part  1 & 2,  Systemic 
Mycoses:  How  To  Select  and  Interpret  the  Tests 


Released  in  1 978 


285  Reducing  the  Operative  Risk  of  Elective  Surgery,  The  In- 
fluence of  Age  and  Cardiovascular  Disease,  The  Influence  of 
Diabetes,  Pulmonary,  Renal  and  Liver  Diseases,  The  Influence 
of  Nutritional  State  & Use  of  Medications 

286  Frostbite:  Decrease  Tissue  Loss,  Vulvovaginal  Candida,  Alias 
Monilia,  The  Overgrown  Infant;  An  American  Problem 

287  Newer  Thoughts  for  Older  Patients 

288  Why  I Don’t  Use  Coronary  Angiography  and  Bypass  Surgery, 
Urinary  Infections  in  the  Adult  Woman,  Part  I & II 

289  Ophthalmology  in  Clinical  Context 

290  Defribination  Syndrome  or  Disseminated  Intravascular  Coagu- 
lation’, Dyspnea  + Fever:  A Pediatric  Emergency,  Reversing 
Vasectomy:  Factors  For  Success 

291  Osteoporosis;  A Disorder  of  Bone  Remodeling 

292  Is  Hysterectomy  Indicated?,  Part  1:  Questionable  Indications 
for  Hysterectomy,  Part  2:  When  the  Reasons  Outweigh  the 
Risks,  Photochemotherapy  for  Psoriasis 

The  Nationwide  Challenge  of  Respiratory  Problems  (No 
number) 

The  National  Sleep  Disorders  Update:  A Television  Workshop 
(No  number) 


272  Ovarian  Cancer:  Diagnosis  and  Treatment  of  Common  Epithe- 
lial Tumors,  Part  1 & 2 

273  The  Diagnosis  of  Hyperthyroidism:  A decade  uf  Progress,  Part 
1 & 2,  Primary  Biliary  Cirrhosis:  Managemeht  of  an  Enigma, 
Part  3 

274  Evaluating  Patients  with  Occlusive  Cerebrovascular  Disease, 
Papilledema  vs.  Pseudopapilledma;  Recognition  and  Diagnostic 
Considerations,  The  Beta-Adrenergic  Theory  of  Atopic  Dis- 
orders 

275  Drugs  and  the  Menopause;  A Television  Workshop 

276  Chronic  Hemodialysis;  Maximizing  the  Potentials,  Assessing 
the  Child  With  Acute  Abdominal  Pain,  The  Undergrown 
Infant:  An  American  Problem 

277  Clinical  Immunology  Update 

278  The  Nephrotoxicity  of  Antibiotics,  Antibiotics  and  Renal 
Failure,  The  Insulin-Dependent  Diabetic  Patient:  Two  Unstable 
Episodes 

279  Dermatology  Update 

280  Six  Problems  in  Sexually  Transmitted  Diseases,  Defining  the 
Standard  of  Care,  Pregnancy  and  Diabetes;  A Team  Approach 
for  a Viable  Neonate 

281  Gastroesophageal  Reflux:  Symptomatology  and  Investigation, 
Gastroesophageal  Reflux:  Medical  and  Surgical  Management, 
Informed  Consent:  Malignant  or  Benign? 

282  Electromyographic  Testing  tor  Neuromuscular  and  Other 
Diseases,  Criteria  for  Elective  Plastic  Surgery,  Arthritis  in 
Childhood 


293  Noninvasive  Cardiac  Diagnosis:  Applications  in  Perspective, 

The  Prevention  of  Bilirubin-Related  Toxicity  in  Newborns, 
Intestinal  Parasites:  A Cosmopolitan  Disease 

294  Effective  Diagnostic  Imaging:  A Clinical  Workshop 

295  Hypercalcemia:  A Guide  to  Decision  Making,  Face  Pain:  The 
Differential  Diagnosis  and  Treatment  (A  Two-Part  Presenta- 
tion) 

296  Management  of  Patients  on  Respirators,  The  New  Vegetarians, 
Giant  Cell  Arteritis:  Diagnosis  and  T reatment 

297  Blood  Components  and  Their  Application 

298  The  Five  Phases  of  Acute  Myocardial  Infarction 

299  Edema:  Its  Causes  and  Treatment 

300  Influenza  Vaccination:  Two  Points  of  View,  Heparin:  Full- 
Dose  Therapy,  Heparin:  Mini-Dose  Therapy 


283  Ahgina:  Evaluation  and  Management,  Part's  I,  II,  and  III 

284  The  Initial  Management  of  Multiple  Trauma,  Accidental 

Hypothermia:  A Consideration  and  A Priority,  Recent  Ad- 

vances in  the  Management  of  Peptic  Ulcer  Disease 

(An  updated  listing  of  these  tapes  will  be  published  annually  in  the  Journal.) 
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“Does  It  Pay  To  Belong?  If  So,  Why?’’ 

Mrs.  Aubrey  E.  Terry 
President,  A-MASA 


It  has  seemed  to  me  that  often  in  the 
past  we  have  become  associated  with 
organizations  because  it  was  exped- 
ient, expected  of  us,  "the  thing  to 
do";  because  we  wished  to  enjoy  the 
friendship  of  those  we  liked,  admired; 
or  wanted  to  unite  our  efforts  toward 
making  a success  of  something  worth- 
while. 

As  before,  these  are  still  valid  rea- 
sons, but  with  more  enthusiasm  we 
can  now  add  the  words  almost  neces- 
sary as  a cause  for  belonging,  when 
speaking  of  the  State  Medical  Associa- 
tion and  its  Auxiliary.  We  know  our 
common  interest  centers  around  your 
profession  and  its  concern  with  better 
health  for  everyone  and  are  convinced 
that  we  can  evidence  this  concern  too 
by  being  an  effective,  identifiable 
group  within  our  communities. 

Membership  is  certainly  a vital  part 
of  this  organization.  In  Alabama  we 
have  30  Auxiliaries,  consisting  of  33  of 
67  counties  for  a total  of  1,839 
members.  The  Medical  Association  of 
the  State  of  Alabama  has  66  County 
Societies  with  a membership  of  3,509. 
One  of  our  major  goals  now  is  to  close 
the  number  gap  between  those  belong- 
ing to  MASA  and  AMASA.  At  our 
state  convention  in  Huntsville  recogni- 
tion was  given  to  10  counties  who 
already  have  enlisted  100%  of  their 
eligible  members.  Included  were  Bald- 
win, Blount,  Cherokee,  Coffee,  Dale, 
DeKalb,  Franklin,  Geneva,  Houston, 
Pickens;  and  I hope  that  before  April 
1979  many  others  will  follow  this 
example. 

It  Pays  To  Belong 

It  pays  to  belong  to  MASA  and 
AMASA.  In  this  way  we  join  forces 
with  thousands  of  others  over  the 
country  in  the  advancement  of  medi- 
cine and  the  betterment  of  the  public 
health.  The  Auxiliary  works  closely 


with  MASA  to  help  support  sound 
legislation  which  affects  the  health  and 
well-being  of  our  people.  We  better 
serve  by  having  a collective  voice  heard 
on  public  policies.  Current  issues  are 
considered  by  members  in  formulating 
local  program  plans.  Presently  we  are 
interested  in  the  implementation  of 
required  comprehensive  health  educa- 
tion in  Alabama  schools,  the  national 
immunization  awareness  program,  in- 
paired  physician  program  and  others 
that  meet  specific  community  needs. 

May  I ask  the  support  and  help  of 
each  Society  member  to  check  with 
your  spouse  to  see  if  they  are  members 
of  the  Auxiliary  and,  if  not,  please 
encourage  them  to  join.  If  you  live  in 
one  of  the  34  unorganized  counties,  I 
will  be  pleased  to  assist  you  by  discus- 
sing ways  that  will  be  helpful  to  you 
initially.  Also  there  are  many  dedicat- 
ed doctors'  spouses  in  regions  where 
county  affiliation  is  not  possible  or 
practical.  These  people  are  active  and 
vital  in  their  communities  and  can 
serve  the  Auxiliary  well  as  members- 
at-large.  Membership-at-large  may  be 
obtained  by  completing  the  form  at 
the  end  of  this  article. 

May  I remind  you  to  exercise  your 
privilege  of  becoming  a part  of  this 
group  that  will  appreciate  your  ideas 
and  participation,  and  by  so  doing  our 
goals  can  better  be  accomplished. 

Names  of  the  Auxiliary  members 
will  be  included  in  the  1978  Roster  of 
the  Medical  Association  of  the  State  of 
Alabama.  We  wish  to  thank  the  MASA 
Officiers,  Board  of  Censors  and  Staff 
for  extending  this  courtesy  to  us. 
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contains  no  aspirin 

tablets 

Darvocet-N^KX)  cv 


lOO  rnQ.  DQrVOn~N  (propoxyphene  napsylate) 

650  mg.  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 


] pHYSICIAN^S  PLACEMENT  SERVICE 

’ The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians’  Placement  as  a service  to  the  medical  profession  m the  state  of  Ala- 
bama. Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making  inquiry.  Physicians  wishing  to  estab- 
lish practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  information  write:  Mr.  Emmett  Wyatt,  Executive 
Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (206)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


FAMILY  PRACTICE:  Age  52;  St.  Louis 

University,  1961;  National  Board  Certified; 
I seeking  practice  in  multi-specialty  group, 
j single  specialty  group  or  industrial.  Avail- 
j able  October  1978.  LW-11662. 

GENERAL  PRACTICE/FAMILY  PRAC- 
? TICE;  Age  57;  University  of  Kansas,  1950; 
) Will  be  American  Board  Eligible  in  1978  in 
|;  Family  Practice;  seeking  practice  in  ad- 
I ministrative,  institutionally  based  or  public 
health.  Available  September  1978. 

I LW-10786. 

family  PRACTICE:  Age  31;  Ramathibodi 
Hospital,  Bangkok,  1973;  American  Board 
Eligible;  seeking  practice  in  solo,  partnership 
I or  single  specialty  group.  Available  Novem- 
« ber  1978.  LW-10796. 


PSYCHIATRY:  Age  54;  University  of  Cin- 
cinnati, 1951;  American  Board  Eligible  in 
Psychiatry;  seeking  general,  specialty,  or 
assistant  or  associate  practice  m town  of 

100.000  plus  population  preferably  Mont- 
gomery. Available  this  summer.  LW-0502. 
SURGEON:  Age  35;  Medical  University  of 
South  Carolina,  1968;  seeking  practice  in 
specialty  in  a town  with  a population  of 

50.000  - 200,000.  Available  in  the  fall  of 
1978.  LW-0503. 

SURGEON,  general/family  PRAC- 
TICE: Age  32;  Univ.  of  Mississippi  1973; 
will  be  American  Board  eligible  in  1978  in 
General  Surgery;  seeking  single  specialty  or 


multi-specialty  group  or  partnership.  Avail- 
able October  1978.  LW-08593 

SURGEON:  Age  34;  Vanderbilt,  1970;  Na- 
tional Board;  seeking  practice  in  town  of 
10,000-200,000  population.  Available  Sep- 
tember 1979.  LW-401 

SURGEON:  Age  31;  UAB  1973;  National 
Board;  seeking  associate  practice  in  town  of 

25,000  plus  population.  Available  July 
1979.  LW-400 

UROLOGY:  Age  30;  Yale  Univ.  1974; 

National  Board;  seeking  associate  practice  or 
hospital-based  practice.  Available  June 
1979.  LW-800 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 


INTERNAL  MEDICINE/PEDIATR  ICS:  Age 
36;  Gandhi  Medical  College,  1963;  Ameri- 
: can  Board  Certified;  National  Board  Eligi- 

I:  ble;  seeking  practice  in  specialty  in  a medi- 

um sized  town.  Available  October  1978. 
i LW-07378. 

j|  INTERN:  Age  31;  UAB  1975;  seeking  prac- 
li  tice  in  Internal  Medicine  in  south  Alabama 
I or  Mobile  area.  Available  1980.  LW-02 

INTERN:  Age  29;  UAB  1975;  seeking  prac- 
tice in  General  Surgery /General  Practice  in 
I city  of  50,000  to  150,000  population. 
Available  July  1979.  LW-03 

internal  MEDICINE:  Age  32;  Tulane, 
1971;  American  Board  Certified  in  1974  m 
Internal  Medicine;  seeking  practice  in  town 
I of  25,000  to  50,000  population.  Available 
at  a negotiable  time.  LW-0500. 

INTERNAL  MEDICINE/PULMONARY 
DISEASES:  Age  55;  Southwestern  Medical, 
1948;  American  Board  Certified  in  Internal 
Medicine;  seeking  practice  in  school  health, 
institutionally  based,  or  public  health.  Avail- 
able April  1979.  LW-11941. 

' medical  STUDENT:  Age  26;  Universidad 
Central  Del  Este,  Dominican  Republic, 
1982;  seeking  family  practice  in  community 
willing  to  finance  a medical  student. 
LW-07178. 

UROLOGY;  Age  31,  New  York  Medical 
[ College,  1974;  seeking  practice  in  a group, 
- partnership  or  solo.  Available  July  1,  1979. 
I LW-07278. 

OPHTHALMOLOGY:  Age  33;  Vanderbilt, 
1970;  American  Board  Certified;  seeking 
assistant  or  associate  practice.  Available 
September  1978.  LW-201. 

ORTHOPEDIC  SURGEON:  Age  31;  Med. 
College  of  Georgia  T972;  seeking  practice  m 
town  of  50,000  plus  population.  Available 
August  1979.  LW-701 

PEDIATRICS;  Age  45;  University  of  Toron- 
to, 1956;  seeking  assistant  or  associate, 
industrial  or  institutional  practice.  Available 
at  a negotiable  date.  LW-300. 


FAMILY  PRACTICE,  OBSTETRICS  & 
GYNECOLOGY,  ORTHOPEDIC  SUR- 
GERY, and  PEDIATRICS:  Opportunity  in 
progressive  community  seeking  to  expand 
Its  Medical  Community.  Southeast  Alabama 
town  with  population  of  14,000  within 

50.000  population  trade  area  located  on 

45.000  acre  lake.  Resort-oriented  town 
within  minutes  of  the  beach  and  larger  cities 
contains  a progressive  74  bed  hospital. 
Ample  opporltunity  for  full  professional 
and  personal  life.  Excellent  school  systems, 
churches;  and  unlimited  recreational  facili- 
ties with  fishing,  boating,  hunting  unexcel- 
led. PW-17. 

family  PH  YSI  C I an— Oppor  tun  ity  to  as- 
sociate with  an  established  physician  in  a 
new  well  equipped  office,  having  x-ray, 
EKG,  and  a medical  technologist,  hospital 
provileges,  no  investment,  town  of  four 
thousand,  located  thirty-five  miles  south  of 
Tuscaloosa,  plenty  of  time  off  for  abund- 
ance of  local  hunting,  fishing,  and  boating 
or  continuing  medical  education.  PW-13. 

FAMILY  PH  YSI  C I AN— Opport  un  ity  to  es- 
tablish gratifying  practice  in  Southwest  Ala- 
bama community  of  9,000  with  a trade  area 
of  25,000,  located  within  minutes  of  Mobile 
and  Gulf  Beaches.  Associations  with  es- 
tablished family  physician  possessing  well- 
equipped  offices  available.  Invitation  to  visit 
with  expenses  paid  will  be  directed  to  those 
who  qualify.  PW-26 

GENERAL  PR  ACT  IT  I ON  E R— Opport  un  ity 
in  central  Alabama  town  of  30,000  popula- 
tion. Located  30  miles  east  of  Montgomery, 
Alabama,  and  28  miles  west  of  Auburn 
University.  Adjacent  to  Lake  Martin.  A new 
77-bed  hospital  with  a new  Medical  Arts 
Complex  adjoining  with  office  space  avail- 
able. Guaranteed  income  for  a General 
Practitioner  or  Family  Physician.  PW-4. 


OPPORTUNITY  for  Surgeon,  Family  Practi- 
tioner, internist.  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 

35.000  population,  located  100  miles  north- 
west of  Birmingham.  May  begin  as  associate 
working  with  three  other  physicians  or  solo 
working  with  same  doctors.  Office  space 
immediately  available.  Excellent  location 
near  mountain  lakes,  river,  hunting,  fishing, 
boating,  golfing  and  nearby  to  Metropolitan 
Area.  PW-14. 

OPPORTUNITY  in  northeast  Alabama  com- 
munity of  1,200  population,  trade  area  of 
6,000-17,000  population;  nearest  large  cities 
of  13-20  miles.  Physician  in  the  town  died 
recently.  Office  space  and  housing  readily 
available.  Government  work  and  industry. 
School  and  several  churches.  Recreational 
and  social  activities.  PW-6. 

OPPORTUNITY  for  general  practitioner  in 

20.000  population  trade  area,  town  of 

7.000  population  located  in  Southwest  Ala- 
bama. City  of  Mobile  located  65  miles  away. 
35-bed  hospital  In  the  town.  Manufacturing 
plants— textile,  chemical  and  forest  pro- 
ducts. Recreational  facilities.  PW-8. 
PEDIATRICIAN— Wanted  to  join  estab- 
lished three  man  pediatric  group.  All  are 
board  certified.  Excellent  fringe  benefits 
from  our  professional  corporation.  Un- 
limited recreational  activities  with  quality 
schools  and  churches  in  this  metropolitan 
central  Alabama  city.  PW-16. 

PHYSICIAN  WANTED  to  take  over  busy 
practice  in  General  Medicine  in  convenient 
location  of  Tuscaloosa.  PW-05178 

RA  DIO  LOG  1ST— Must  be  experienced  and 
capable  in  all  phases  of  special  procedures 
including  angiography,  ultrasound,  CT,  and 
nuclear  medicine.  Immediate  opening  in 
expanding  multispecialty  private  hospital  m 
progressive  city  of  50,000  in  Southeast 
Alabama.  Salary  open  to  negotiation.  PW-27 
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glASSIHED  ADVERTISIMO 


FOR  RENT  POSITIONS  AVAILABLE 


MEDICAL  OFFICE  for  lease  in  Tuscaloosa,  with  or  without 
equipment.  Building  is  1 1/2  years  old,  1650  square  feet,  four 
examination  rooms,  large  reception  room;  one  unit  of  four-office 
complex;  two  medical  offices,  two  dental  offices.  Fully  equipped,  if 
desired,  for  instant  practice;  equipment  purchase  optional.  Ten 
blocks  from  Druid  City  Hospital.  Separate  equipment  sale  nego- 
tiable. Inventory  available.  Contact:  Paul  D.  Nelson,  D,M.D.,601-A 
Hargrove  Road  East,  Tuscaloosa.  Phone  (205)  345-7134. 


BEACH  house  TOWNHOUSE  on  the  beach  at  Gulf  Shores, 
Alabama  Pool/minutes  from  three  golf  courses/all  furnishings 
includedAwo  bedrooms/1  .’  baths/built-m  k 1 1 chen/2  car  ca rpor t/pr  1- 
vate  deck.  APRIL  & SEPTEMBE  R — $40.00  per  day  (3  day 
minimum);  MAY  1-LABOR  DAY— $50.00  per  day  (1  week  mini- 
mum). CALL  FOR  RESERVATIONS-AC205/269-4094  or 
281-3102. 


POSITIONS  AVAILABLE 


WANTED  General  practice  psychiatrist  to  work  with  community 
mental  health  program.  Have  an  understanding  of  community 
mental  health  work,  able  to  work  with  a wide  variety  of  staff, 
willing  to  do  some  travel  within  catchment  area  on  scheduled  basis. 
Contact  Montgomery  Area  Mental  Health  Center,  1616  Mt.  Meigs 
Road,  Montgomery,  Alabama.  Telephone  263-7541. 

PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLL.ECT 
758-7545,  evening  hours  553-2198. 


AVAILABLE:  Good  solo  Ophthalmology  practice  in  deiightfui 
Southeastern  town  of  50,000  with  drawing  area  300,000.  Rapid 
growth  area  near  beaches.  Excellent  opportunity.  Very  reasonable. 
Contact:  Box  C:  P.  O.  Box  1900-C,  Montgomery,  Alabama  36104. 


ALABAMA:  Emergency  Physician:  Full  time,  $70,000  -►  per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  mhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  Emergency  Depart- 
ment. Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639,  Marina  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 


FULL  OR  PART-TIME  PHYSICIAN — Preferably  internist  to  work 
in  adjudicative  medicine  in  the  Division  of  Disabiiity  Determination, 
State  of  Alabama,  in  the  Birmingham  office.  Work  involves 
reviewing  claims  for  Social  Security  Disability,  teaching  and 
consultations.  Salary  open.  Work  requires  no  patient  contact  and 
disabled  physicians  are  invited  to  apply.  Send  curriculum  vitae  to: 
John  A.  Shelton,  Director,  State  Department  of  Education,  Division 
of  Disability  Determination,  2800  Eighth  Avenue,  South,  Birming- 
ham, AL  35233. 
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I insertion  is  $7.50  for  30  words  or  less;  $.20  for  each  additional  word.  DISPLAY  RATES;  $10  per  inch;  BOX 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSS* 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  inoidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy:  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d  for  10-14  days. 

Recommended  dosage  for  children — 8 mg,  kg  trimethoprim 
and  40  mg,  kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1’/2  tablets 

80 

36 

4 teasp-  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

'/2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg.'kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500:  Tel-E-Dose'®'  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Her  next  attack  of  cystitis  ma 


uire 


the  Bactriim 


3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  againstEnfero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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dyantage 


Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


Eications  in  providing 
Librium®  (chlordiaz- 
it  antisecretory  and 
if  Quarzan®  (clidinium  Br)  for 
[y^aj^pwel  syndrome*  and 


on  following  page. 


Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clldinlum  Br. 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences— 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction:  hyper- 
sensitivity to  chlordiazepoxide  FICI  and/or 
clldinlum  Br. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g . operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially:  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression,  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  /.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 
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JOIN  US. 


We  can  do 
much  more 
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FROM  THE  EXECUTIVE  DIRECTOR 

Probably  the  least  necessary  message  1 could  write  Alabama 
physicians  at  this  time  is  the  need  for  the  unity  that  comes 
with  organization. 

Never  before  in  history  have  American  physicians  been 
so  completely  surrounded  by  menacing  forces  as  they  are 
now.  1 need  scarcely  itemize  those  menaces  for  you.  The 
list  might  begin  with  malpractice  or  even  national  health 
insurance  but  ending  it  would  not  be  a job  1 would  want  to 
undertake. 

These  external  pressures,  singly  or  collectively,  are  reason 
enough  why  American  physicians  should  be  drawing  their 
wagons  into  a circle. 

Fortunately,  the  circle  already  existed,  and  has  since 
1847,  when  the  American  Medical  Association  was  born.  As 
it  happened.  The  Medical  Association  of  The  State  of 
Alabama  came  into  being  that  same  yeanand  affiliation  was 
as  logical  as  it  was  inevitable. 

It's  called  a federation,  which  is  precisely  what  it  is  — a 
linking  together  of  individual  doctors,  from  the  county 
society  level  through  the  state  level,  into  a national 
assembly  of  physicians  who  determine,  through  local 
representation,  what  AMA  policy  shall  be. 

That  policy,  once  democratically  arrived  at  through 
actions  of  the  Congress-like  House  of  Delegates,  is  ex- 
pressed in  many  ways,  including  lobbying  the  real  Congress 
in  Washington  for  and  against  legislation. 

When  you  belong  to  The  Medical  Association  of  The 
State  of  Alabama  and,  through  it,  the  American  Medical 
Association,  your  opinion,  your  influence,  is  multiplied 
many  times  by  a group  voice  that  speaks  for  all  physicians 
in  the  nation. 

Give  me  a fulcrum,  we  remember  from  school  days  some 
worthy  ancient  as  having  said,  and  1 will  move  the  world. 
And  that  really  is  what  the  strength  of  numbers  is  about  — 
leverage. 

Or  clout,  which  is  what  we  are  talking  about.  Your  clout 
is  amplified  by  the  group.  If  you  doubt  that,  ask  any 
politician.  If  he  is  honest  with  you  he  will  tell  you  that,  as 
an  individual,  you  just  don't  have  much  influence. 

Politicians  think  numerically.  It  is  doubtful  that  a single 
small  voice  ever  changed  the  mind  of  a member  of  the 
Legislature  or  of  Congress. 

And  it's  not  just  political  persuasion.  Public  opinion, 
which  itself  forms  political  opinion,  is  shaped  and  molded 
more  by  collective  voices  than  by  individual  ones. 

That  may  not  be  the  most  inviting  thought,  but  it 
appears  to  be  true.  We  would  all  like  to  think  that  we,  as 
individuals,  are  all-important  and  that  what  we  think  counts 
far  more  than  any  group  to  which  we  might  belong. 

In  an  ideal  world,  that  might  be  true.  But  the  ideal 
world,  as  you  are  forcibly  reminded  daily,  is  some  years  in 
the  future. 

In  the  meantime,  we  must  make  do  with  the  one  we 
have,  in  which  the  chorus  is  many  stronger  than  all  the 
individual  voices  that  make  it  up. 

S.  Lon  Conner 
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Important  data  on  the  pain  of  acute  cystitis: 
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A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  in  ||||||||||« 

100,000 
per  ml  of  a sulfonamide- 
sensitive  organism,  usually  £.  coli. 

In  87%  of  patients  with  initial 

symptoms  rated  "moderate  to  Si 

severe,”  Azo  Gantanol  therapy  re-  1 

suited  in  improvement  within  24  i 

hours.  1 
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Fast  pain  relief  phjs  effective  antibacterial  ^ion 

Rzq  Gantanof 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


ore  prescriDing,  piease  consuit  compieie  pr 
uct  information,  a summary  of  which  follows:  > 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  £.  coli,  Ktebsiella-Aerobacter,  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note;  Care- 
fully coordinate/#)  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  add 
aminobenzoic  acid  to  follow-up  culture  media.  The 
increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications;  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  because  Azo  Gantanol  con- 
tains phenazopyridine  hydrochloride  it  is  contrain- 
dicated in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  (1.1. 
disturbances. 

Warnings;  Safety  during  pregnancy  not  established. 
Deaths  from  hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  and 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens- Johnson  syndrome,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myocarditis); 
G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied;  Tablets,  red,  film-coated,  each  contain- 
ing 0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 
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inflamed  oropharyngeal  mucosa.  Relief  occurs  in  minutes  . . . the 
kind  of  relief  especially  appreciated  by  patients  waiting  for  anti- 
infective  measures  to  take  hold. 
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CEPASTAT  mouthwash/gargle  (and  spray)  blends  eugenol  with 
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relief  from  discomfort  is  at  hand. 
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ingredients  are  in  a smooth-tasting  sugar-free  sorbitol  base.  The 
result;  temporary  relief  and  a smooth,  comfortable  taste. 

CEPASTAT  Products  are  now  available  for  your 
recommendation 'at  pharmacies  everywhere. 
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PRESIDENT'S  MESSAGE 


Art  Of  The  Possible 


Hiliary  H.  Henderson,  Jr.,  M.D. 

President 

The  Department  of  Health,  Education  & Welfare  recently  launched  a publicity  campaign  to  educate  patients 
all  over  the  country  to  their  rights  to  a second  opinion  in  elective  surgery. 

Second  opinion  rights  are,  of  course,  old  stuff  to  today's  practicing  physicians  and  to  those  who  preceded 
them.  It  is  an  ancient  prerogative,  and  one  that  has  always  been  freely  offered. 

However,  some  physicians  think  that  when  an  agency  of  government  took  it  upon  itself  to  broadcast  this 
right,  it  became  somehow  suspicious.  These  physicians  advocate  stonewalling  it— refusing  to  cooperate  at  all 
with  anything  the  government  sets  out  to  do. 

This  viewpoint  was  given  every  consideration  in  the  regular  August  meeting  of  the  Board  of  Censors. 
However,  the  Board  adopted  a view  that,  I think,  better  reflects  the  idea  that  politics  is  the  art  of  the  possible. 
This,  to  me,  means  that  in  our  dealings  with  a strong  central  government  we  must  at  all  times  remain  flexible 
and  adaptive. 

The  Board  decided  in  August  on  an  implementation  plan  that  would  ban  any  closed-panel  of  hand-picked 
physicians  eligible  for  second  opinion.  The  Board's  plan  would  make  all  actively  practicing  physicians  not 
otherwise  disqualified  eligible  for  the  list  of  second  opinion  doctors  in  the  state. 

That  list  would  be  held  by  Alabama  Medical  Review,  the  state's  PSRO.  A patient  would  be  assured  of  the 
option,  should  he  choose  to  exercise  that  option,  of  selecting  his  own  physician  for  a second  opinion. 

A patient  who  wants  names  of  physicians  available  for  second  opinions  can  get  them  from  AMR's  hot  line. 

Everything  is  voluntary,  unlike  the  second  opinion  program  being  attempted  by  at  least  one  private 
insurance  company.  That  would  penalize  a patient  for  not  seeking  a second  opinion  and  would  provide  the 
insurance  company's  own  list  of  second  opinion  panelists.  I think  both  of  these  approaches  are  clearly  wrong. 

Not  many  patients  now  ask  for  second  opinions.  And  not  a great  many  more  will  ask  for  them  now  that 
HEW  has  gotten  in  the  act.  But  those  who  do  will  be  given  every  assistance  in  getting  that  opinion. 

I find  nothing  wrong  with  this  as  it  has  been  our  policy.  But  even  if  there  was  something  evil  about  it,  HEW 
was  going  ahead  with  a second  opinion  program  anyway,  with  or  without  MASA's  help. 

That  being  so,  I think  it  is  much  better  thant  MASA  should  remain  in  a position  to  describe  the  conditions 
under  which  the  program  will  be  carried  out.  And  that  is  what  the  Board  did  in  August.  Actually  it  did  no 
more  than  apply  the  thoughtful  position  of  the  AMA's  House  of  Delegates,  which  was  reaffirmed  in  June  in  St. 
Louis.  That  position  says: 

"Recognizing  that  the  advisability  of  surgery  or  other  specific  therapy  can  be  a matter  of  opinion,  the 
House  of  Delegates  of  the  American  Medical  Association  (1)  reaffirms  the  right  of  a patient  or  a physician  to 
seek  consultation  freely  with  any  consultant  of  his/her  choice;  (2)  opposes  the  concept  of  mandatory 
consultation  when  required  by  a third  party  payor;  (3)  supports  the  concept  that  when  consultation  is 
required  by  a third  party  payor,  the  consultation  should  be  at  no  cost  to  the  patient;  (4)  opposes  the  concept 
of  closed  panels  of  consultants;  and  (5)  supports  the  concept  that  if  consultation  is  required  by  a third  party 
payor,  the  patient  should  be  allowed  to  choose  a physician  of  his/her  choice." 
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DEAN’S  REPORT 


A Case  Study  In 
Hospital  Utilization 

By 

William  R.  Willard,  M.D.,  Dean 
College  of  Community 
Health  Seienees 
The  University  of  Alabama 


The  Bibb  County  Hospital  * 


Community  service,  i.e.,  efforts  to 
help  communities  which  need  more 
and  better  health  services  to  obtain 
them,  is  one  of  the  major  objectives  of 
the  College  of  Community  Health 
Sciences. 

Although  the  physicians  who  prac- 
tice locally  and  those  who  might  be 
recruited  to  a community  are  usually 
the  key  to  solving  the  problems  of 
adequate  health  care,  there  are  many 
other  factors  involved,  including  the 
hospital  facilities  and  their  use. 

If  communities  are  to  be  helped  in  a 
significant  way,  the  activities  of  the 
College  of  Community  Health  Sciences 
must  be  much  broader  than  efforts 
limited  to  training  the  best  family 
physicians  possible  and  to  providing 
excellent  community-oriented  clinical 
education  for  medical  students. 

Some  months  ago,  the  College  of 
Community  Health  Sciences  was  ap- 
proached by  the  Administrator,  the 
Board  Chairman  of  the  Bibb  County 
Hospital  and  the  leading  physicians  in 
Centreville  to  see  if  the  College  could 
help  the  Bibb  County  Hospital  analyze 
and  solve  its  chronic  problems  of  low 
census  and  deficit  financial  operations. 

The  Bibb  County  Hospital  has  35 
acute  beds,  opened  in  1951,  and  a 
103-bed  nursing  home  with  two  sub- 
sequent additions.  The  hospital, 
owned  by  the  county,  has  had  excel- 
lent support  from  county  officials  for 
its  operation.  A good  board  of  leading 
citizens,  assisted  by  the  medical  staff, 
has  been  given  freedom  to  operate  the 
hospital  as  efficiently  as  possible. 

Bad  Times  Come 

In  1970,  the  hospital  began  to 
experience  a low  census  with  its  as- 
sociated financial  problems.  For  a 
time,  the  "profits”  from  the  nursing 
home  helped  to  carry  the  hospital 
financially.  Some  federal  revenue-shar- 


ing money  also  helped.  Local  banks 
made  loans  at  low  or  no  interest.  In  I 
1975,  the  citizens  of  Bibb  County  i 
voted  a 1%  sales  tax  with  90%  of  the  i 
income  from  the  tax  going  to  the  t 
hospital.  In  spite  of  this  community  1 
support  the  low  census  continued  and  | 
with  ever  escalating  costs,  the  financial  i 
problems  of  the  hospital  have  con- 
tinued. 

The  Bibb  County  Hospital  is  located 
in  Centreville  about  30  miles  east  and  l 
a little  south  of  Tuscaloosa;  it  is  about  j 
the  same  distance  from  Bessemer,  the  t 
other  nearest  urban  center.  The  pop-  i 
ulation  of  Brent-Centreville  was  esti- 
mated in  1977  at  4,457  compared 
with  the  1970  census  of  4,326.  The 
population  of  Bibb  County  was  es- 
timated in  1977  at  13,400  compared 
with  13,812  in  1970. 

The  county  is  dependent  largely  on 
agriculture,  lumber  and  coal  mining 
for  its  economy.  The  1974  average  per 
capita  income  was  reported  to  be 
$2,795  compared  with  $3,624  for 
Alabama  as  a whole.  Based  upon  the 
sample  of  households  interviewed,  de- 
scribed later,  the  average  household 
income  can  be  tabulated  as  follows: 


Less  than  $3,000  1 5% 

$3,000-$6,000  38% 

$6,001 -$8,000  29% 

Over  $8,000  18% 


The  percentage  of  people,  according 
to  the  survey,  who  are  65  years  or 
more  of  age  was  a little  greater  than  in 
the  1970  census  (14.5%  compared  to 
11.5%).  Those  under  18  years  of  age 
were  less  than  in  the  1970  census 
(32.9%  compared  to  37.5%).  These 
figures  plus  a slight  decline  in  popula- 
tion are  indicative  of  a population 
which  is  aging  somewhat  and  not 
growing,  a characteristic  of  a number 
of  rural  counties  in  the  $tate. 
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Physician  Shortage 

Any  physician  knows  that  physi- 
cians using  the  hospital  determine  the 
hospital  census.  The  number  of  physi- 
cians in  Bibb  County,  always  small 
since  1970,  has  fluctuated.  There  has 
been  only  one  active  stable  physician. 
A second  physician  practiced  there 
also  until  1975.  A young  general  prac- 
titioner with  one  year  of  hospital 
training  practiced  there  for  a year  in 
1974-75,  then  he  left  for  another 
state. 

A National  Health  Service  Corp 
Internist  came  on  Oct.  1,  1976  but 
will  be  leaving  after  completing  his 
tour  of  service  on  Oct.  1,  1978.  Two 
apparently  well-accepted  foreign  medi- 
cal graduate  physicians,  one  a pediatri- 
cian and  one  a general  practitioner/ob- 
stetrician, have  begun  practice  in  Cen- 
treville  in  January  and  February  1978, 
respectively. 

Thus,  at  times  there  has  been  only 
one  physician;  some  of  the  time,  two; 
for  a short  and  temporary  period 
recently,  four;  and  this  will  drop  to 
three,  with  two  being  foreign  medical 
graduates. 

During  the  past  four  years  the  hos- 
pital census  has  varied  somewhat,  rang- 
ing from  a high  of  33.3%  to  a low  of 
23.3%.  The  average  length  of  stay  per 
patient  has  steadily  dropped  from  6.8 
days  in  1 974  to  5.3  days  in  1 977.  The 
source  of  patients  over  the  three-year 
period  (Oct.  1,  1974  through  Sept.  30, 
1977)  is  as  follows: 


Centreville  45% 

Brent  (immediately  adjacent 

to  Centreville)  30% 

West  Blocton  (16  miles 

north  of  Centreville) 14% 

Out  of  County  4% 

Unknown 1% 


Obviously,  the  hospital  has  served 
few  patients  who  came  from  outside 
of  Bibb  County. 

The  local  hospital  officials  and 
physicians  wanted  to  know  if  there 
was  anything  they  could  do  to  increase 
the  census  of  the  hospital.  They 
wanted  help  in  "the  compilation  of 
data  on  utilization  of  the  hospital" 
and  "it  would  be  beneficial  to  know 
how  the  community  perceives  the  hos- 
pital, the  administrator,  the  local 
physicians  and  our  relationships  to  the 
population  we  serve."  It  was  hoped 
that,  with  this  information,  some  re- 
medial steps  could  be  taken  to  help 


the  hospital  census  and  financial  pic- 
ture. 

Questionnaire  Distributed 

The  College  of  Community  Health 
Sciences  undertook  the  study,  with 
Dr.  Robert  Gloor,  Associate  Professor 
of  Community  Medicine,  as  project 
director,  with  the  help  of  Dr.  James 
Leeper,  Assistant  Professor  of  Com- 
munity Medicine.  In  consultation  with 
appropriate  administrative  staff,  board 
members  and  local  physicians,  a de- 
tailed questionnaire  was  developed, 
pretested  and  copied  printed  by  the 
Centreville  Press.  A group  of  local 
citizens  were  recruited  to  administer 
the  questionnaire.  Their  travel  and  a 
modest  stipend  was  paid  by  the  hos- 
pital. CCHS  personnel  provided  a brief 
training  period  for  the  interviewers, 
supervised  their  work  and  analyzed  the 
data  obtained. 

A major  part  of  the  study  was  the 
interview  of  a random  sample  of  250 
households,  consisting  of  802  persons. 
This  represents  6.3%  of  the  total 
households  in  Bibb  County  and  a 5.6% 
of  the  estimated  population.  The 
sample  appeared  reasonably  typical  of 
the  Bibb  County  population.  The 
household  size  averaged  3.2  persons, 
compared  with  3.4  in  the  1940  census. 
There  were  19.3%  blacks  compared 
with  25.8%  according  to  the  1970 
census.  As  noted  earlier,  the  per- 
centage of  those  over  65  was  greater 
than  in  1970  and  those  under  18  years 
of  age  was  less.  These  differences, 
although  not  large,  are  probably  in- 
dicative of  the  changing  population 
pattern  during  this  decade  rather  than 
sampling  error. 

Brent-Centreville  is  the  only  com- 
munity in  Bibb  County  with  physi- 
cians in  residence.  However,  Centre- 
ville was  the  usual  source  of  medical 
care  of  only  25%  needing  hospitaliza- 
tion and  35%  requiring  ambulatory 
care  (office  visits). 

Reasons  For  Staying  Away 

The  reasons  given  for  not  using 
Centreville  as  a source  of  medical  care 
are  interesting  and  can  be  tabulated  as 
follows: 

Patients'  family  physician  located 
elsewhere— 36% 

Need  for  specialty  care  (not  avail- 
able in  Centreville)— 21% 

Dislike  for  Centreville  physi- 
cians—1 5% 


Patients  live  closer  to  physicians 
located  elsewhere  (less  travel)  — 1 0% 

Dislike  of  the  Bibb  County  Hos- 
pital—5% 

Those  with  higher  incomes  tended 
to  go  elsewhere.  The  United  Mine 
Workers  were  less  likely  to  go  to 
Centreville  than  the  rest  of  the  popula- 
tion. The  United  Mine  Workers  pay- 
ment policy  for  medical  and  hospital 
care  would  not  provide  coverage  for 
patients  hospitalized  in  Centreville. 

In  78  households  (31.2%  of  the 
sample)  someone  was  hospitalized  dur- 
ing the  previous  year  and  only  14%  of 
those  hospitalized  went  to  Bibb  Coun- 
ty Hospital.  The  reasons  given  for 
using  other  hospitals  are  as  follows: 

Patients'  physician  uses  other  hos- 
pitals—49% 

Specialty  care  assumed  needed  (not 
available  in  Centreville)  — 16% 

Patients  live  closer  to  another  hos- 
pital—8% 

Patients  dislike  Centreville  physi- 
cians—5% 

United  Mine  Workers  benefits  (not 
available  for  care  in  Centreville)— 5% 

Although  the  actual  figures  vary 
somewhat  a roughly  similar  pattern 
prevailed  for  those  obtaining  office 
and  emergency  care  during  the  pre- 
vious year  as  for  those  obtaining  hos- 
pital care. 

How  the  public  perceived  the  hos- 
pital may  influence  its  utilization. 
From  the  figures  given  above,  it  is 
apparent  that  a relatively  small  per- 
centage of  people  expressed  a dislike 
for  the  hospital  or  the  physicians.  In 
fact,  among  those  who  used  the  hos- 
pital, 53%  thought  the  care  they  re- 
ceived was  excellent  and  42%  rated  it 
good,  i.e.,  95%  of  the  total. 

This  is  a much  better  rating  than 
was  given  by  patients  who  went  to 
other  hospitals  than  Bibb  County  Hos- 
pital for  the  care  they  received  else- 
where. However,  one-fifth  to  one-third 
of  those  interviewed  said  they  did  not 
know  enough  about  the  Bibb  County 
Hospital  or  the  Centreville  physicians 
to  express  an  opinion  about  the  serv- 
ices available  or  the  quality  care  that  is 
provided.  For  example,  few  of  those 
persons  knew  that  Bibb  County  Hos- 
pital can  provide  adequate  care  for  the 
acute  patient  with  stroke. 

Nevertheless,  almost  everyone 
(95%)  thought  the  County  should  con- 
tinue to  operate  the  hospital  and 
nursing  home  and  two-thirds  of  those 
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interviewed  said  they  would  be  more 
likely  to  use  the  hospital  if  there  were 
more  physicians  in  the  county.  There 
was  a clear  expression  of  need  for 
more  physicians. 

Only  the  high  points  from  the  data 
collected  have  been  presented  but 
what  conclusions,  if  any,  can  be  drawn 
from  this  survey? 

The  first,  which  was  self-evident 
even  without  a study,  is  that  as  more 
good  physicians  use  the  hospital  the 
hospital  census  will  be  higher.  Without 
question.  Bibb  County  needs  more 
physicians;  it  has  been  on  the  list  of 
counties  critically  short  of  physicians 
for  several  years.  There  is  also  a 
history  of  a relatively  short  duration 
of  stay  of  some  of  the  physicians  who 
have  come  to  Centreville  in  recent 
years. 

Thus,  the  physician  population  has 
not  been  stable.  It  would  be  ideal  if 
among  the  physicians  recruited  in  the 
future  there  were  both  family  physi- 
cians and  traditional  specialists  so  that 
fewer  patients  would  have  to  go  else- 
where for  specialty  care. 

A second  conclusion  is  that  more 
people  from  the  county  should  be 
better  informed  about  the  hospital  and 
the  services  that  are  available  in  Cen- 
treville. When  up  to  one-third  of  the 
people  in  the  county  know  little  or 
nothing  about  the  hospital  and  medi- 
cal services  available,  they  are  more 
likely  to  go  to  other  better  known 
institutions  and  physicians. 

There  is  an  intersting  sociological 
phenomenon  in  Bibb  County.  Those  in 
the  northern  part  of  the  county  do  not 
usually  look  to  Centreville  as  their 
nearest  major  center  but  tend  to  be 
oriented  toward  Tuscaloosa,  Bessemer 
or  Birmingham.  It  would  appear  that 
some  serious  work  with  help  from 
someone  skilled  in  community  organi- 
zation might  do  much  to  unify  the 
county  and  to  motivate  it  to  work 
cooperatively  toward  the  solution  of 
its  medical  care  problems. 

This  would  enable  Bibb  County  to 
do  a much  more  effective  job  in 
recruiting  additional  physicians  and 
holding  them.  This  would  also  do 
much  to  set  the  stage  to  permit  plan- 
ning for  economic  and  other  growth. 
A dynamic  and  growing  area  is  more 
attractive  to  physicians  as  well  as 
others  than  one  which  is  not.  □ 


BREF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®-  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  veTmicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  yu.g/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  hove  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups^of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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Highly  effe^ive  A 
Single-dose  con\fenienc^y 
Non-staining  X 
Economical\ 


Aatiminth 

(pyrantel  pamoate)  Q 


I d drug  of  choice  in 
/pinworm  infections 
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equivalent  to  50  mg  pyr4ntel/ml 
ORAL  SUSPENSION 

Please  see  brief  summary  of  prescribing  information  on 


coAino  soon 
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OE  TtlE  WOPLD... 


CME  IN  LAS  VEGAS  / Dec.  7-10,  1978 

32nd  AMA  Winter  Scientific  Meeting 

Plan  to  be  there  when  CME  joins  the  headliners  in 
exciting  Los  Vegos.  The  diversified  scientific  pro- 
gronn  gives  you  the  opportunity  to  earn  up  to  25 
hours  of  Category  1 credit— about  half  of  your  re- 
quirements for  the  year! 

You  con  choose  from  more  than  50  Category  1 
postgraduate  courses— PLUS  42  other  Category  1 
events  that  ore  free  of  charge.  These  include  six 
sessions,  24  telecourses,  10  clinicol  dialogues, 
and  two  motion  picture  seminars. 

CME  and  Los  Vegos— they're  on  unbeatable  com- 
bination. Plan  now  to  attend.  Return  the  coupon 


to  receive  complete  information  os  soon  os  it 
becomes  available. 

Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  Street 
Chicogo,  Illinois  60610 

Please  send  me  complete  informotion  on  the  AMA  Winter 
Scientific  Meeting  in  Los  Vegos,  Dec.  7-10,  1978. 

Nome 


Address 
City 


Stote/Zip 


This  113-bed  private  psychiatric  hospital  offers: 

* full  physical  and  psychological  diagnostic  facilities 

* staff  psychiatrists,  psychologists  and  consultants  in  all  medical  specialties 

* extensive  activities  therapy  program 

* in-depth  social  service  department 

* primary  care  nursing 

* biofeedback 

* Higdon  Hill  School  for  adolescents-  in-patients,  day-students,  residential 

* private  and  semi-private  rooms 

* spacious,  landscaped  campus  in  metropolitan  Birmingham  area 

* acceptance  of  most  major  insurance  carriers  — medicare  approved 

* membership  in  American  Hospital  Association,  National  Association  of  Private  Psy- 
chiatric Hospitals,  Alabama  Hospital  Association  and  Birmingham  Regional  Hospital 
Council 

* fully  accredited  by  Joint  Commission  on  Accreditation  of  Hospitals 

* patient  referrals  accepted  directly  to  hospital  through  admitting  department 

For  more  information,  call  1-800-292-8553  toll  free  in  Alabama,  or  write  Department  of 
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A distinguished  Menninger  Foundation  psychiatrist  and  psychoanalyst  sounds 
the  alarm  that  traditional  American  values  are  deteriorating  at  such  a rate,  family 
structure  is  already  undermined,  sexual  identity  is  rapidly  eroding  and  that  the  nation 
is  now  where  other  declining  civilizations  were  in  their  collapse.  Distressed  by  the 
repudiation  of  marriage  by  millions  of  young  couples,  fatherless  children,  the 
“emasculation”  of  the  male,  he  sees  ominous  signs  in  the  promotion  of  homosexuality, 
equal  rights  for  women  and  the  emergence  of  the  radical  feminist  as  the  model  for 
American  women.  Dr.  Harold  M.  Voth’s  blistering  commentary  should  provoke  both 
passionate  support  and  dissent.  The  speech  was  first  given  at  the  National  Defense 
Luncheon  in  Washington,  April  17,  1978,  and  a few  days  later  before  the  Auxiliary  to 
The  Medical  Association  of  The  State  of  Alabama  in  Huntsville. 


By  HAROLD  M.  VOTH,  M.D.* 

This  is  a grave  time  in  the  history  of 
our  nation.  Changes  are  taking  place  in 
our  way  of  life  and  in  our  national 
charcter  which  have  lowered,  and  will 
continue  to  lower,  the  vitality  of  our 
people,  the  quality  of  our  institutions, 
and  our  basic  values. 

The  inevitable  result  is  that  we  will 
undergo  a progressive  disintegration 
and  possibly  the  eventual  collapse  of 
our  democracy.  When  sufficiently  dis- 
integrated, forces  either  within  our 
borders  of  a revolutionary  nature  or 
external  forces  will  overwhelm  what  is 
left  of  America.  The  American  Dream 
will  be  over. 

People  tend  to  believe  that  America, 
the  invincible,  will  always  be,  that 
generous  and  stalwart  Americans  will 
always  exist,  that  our  way  of  life  is 

*Harold  M.  Voth,  M.D.,  is  a 
senior  psychiatrist  and  psycho- 
nalyst  at  The  Menninger  Founda- 
tion, Topeka,  Kansas.  He  is  a 
Rear  Admiral  in  the  U.S.  Naval 
Reserve,  and  the  author  of 
hundreds  of  articles  published  in 
professional  journals.  His  latest 
book  is  titled  The  Castrated 
Family, 


forever  safe.  This  is  an  illusion,  a 
self-deception.  An  internal  process  is 
at  work  which  poses  a far  greater 
danger  to  us  than  our  dwindling 
natural  resources,  the  energy  crisis,  our 
huge  national  debt,  or  the  trade  de- 
ficit. 

While  it  is  true  that  technological 
advances,  abundance  of  natural  re- 
sources—in  short,  environmental  and 
sociological  factors— have  a great  deal 
to  do  with  how  far  a society  advances, 
personal  factors  or  forces  within  the 
individual,  that  is,  the  vitality  of  a 
people,  really  make  the  difference. 
Social  values  and  traditions  channel 
individual  vitality  in  ways  that  cause  a 
people  to  develop  into  a great  society. 
In  America  we  have  had  the  resources, 
the  technological  developments,  the 
way  of  life,  and  the  individual  vitality 
which  made  this  the  greatest  nation  of 
all  time. 

We  are,  however,  all  on  a passing 
train.  As  we  pass  through  this  life, 
each  individual  supports  certain  values, 
traditions,  and  institutions  and  make 
numerous  contributions  to  society. 
Then  suddenly  death  comes  and  our 
influence  ends.  New  individuals  take 
our  place.  But  what  will  these  new 
Americans  be  like?  What  values  and 
patterns  of  living  will  they  support? 


Will  they  advance  our  traditions  to 
new  and  higher  levels  of  excellence,  or 
will  they  implement  ways  of  life  that 
lead  to  disintegration  and  decay? 

In  my  opinion,  there  is  no  question 
about  the  direction  America  is  taking 
— we  are  deteriorating  at  an  alarming 
rate.  I will  now  explain  why  I think 
this  is  happening,  provide  evidence  for 
my  inferences,  make  some  projections 
into  the  future,  and  conclude  by  sug- 
gesting what  must  be  done. 

Individual  vitality  is  not  a mys- 
terious phenomenon;  we  know  where 
it  comes  from.  A newborn  child  con- 
tains great  potential,  but  in  order  for 
that  potential  to  be  unlocked,  evoked, 
developed  and  expressed,  certain  fund- 
amental events  must  take  place  early 
in  its  life.  When  these  events  occur 
imperfectly  or  do  not  occur  at  all,  the 
developing  child  will  become  a social 
liability  in  one  form  or  another  rather 
than  an  asset,  or  if  he  becomes  an  asset 
he  may  never  achieve  his  full  potential. 

I have  worked  as  a psychiatrist  for 
30  years  and  as  a psychoanalyst  for 
nearly  20,  and  the  evidence  that  I have 
seen,  as  have  many  of  my  colleagues,  is 
overwhelming  as  regards  what  it  takes 
to  turn  out  healthy,  mature  men  and 
women  who  can  take  hold  of  life,  do 
something  constructive  with  it,  and 
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embrace  values,  traditions  and  institu- 
tions which  advance  the  society. 

The  Essential  Family 

The  crucible  from  which  all  life 
springs  is  the  family.  The  events  within 
the  family  can  make  or  break  the 
individual  and,  collectively,  civiliza- 
tion. This  fundamental  unit  is  the 
building  block  and  was  the  building 
block  of  all  social  organizations  from 
the  tribe,  village,  and  on  to  the  most 
highly  developed  societies  and  civiliza- 
tions. Will  Durant  said  the  family  can 
survive  without  the  state,  but  without 
the  family  all  is  lost.  Therefore,  not 
only  must  the  family  survive,  but  its 
internal  workings  must  function  in 
ways  that  turn  out  strong  men  and 
women  — not  weak  ones  who  event- 
ually become  casualties  of  one  form  or 
another  or  who  may  work  actively 
against  the  best  values  and  traditions 
of  our  country. 

The  underpinnings  of  personality 
are  biologic  underpinnings.  None  are 
more  fundamental  than  the  biologic 
imperatives  which  lead  to  the  psycho- 
logic qualities  of  maleness  and  female- 
ness. There  are,  of  course,  an  array  of 
other  potentialities.  One  of  the  most 
fundamental  functions  of  parenting  is 
to  evoke,  develop  and  reinforce  gender 
identity  and  then  proceed  to  shepherd 
the  developing  child  in  such  a way  as 
to  bring  his  psychological  side  into 
harmony  with  his  biological  side,  and 
thereby  develop  a solid  sense  of  male- 
ness or  femaleness. 

The  quality  of  maleness  or  female- 
ness is  intimately  woven  into  the 
overall  fabric  of  personality.  Human 
beings  are  not  biologically  bisexual, 
despite  what  the  gay  liberationists 
would  have  us  believe.  The  human 
spirit  is  greatly  impaired  when  child- 
hood development  does  not  lead  to 
fully  developed  masculinity  or  femi- 
nity. Fully  masculine  men  and  femi- 
nine women  are  by  definition  mature, 
and  that  term  implies  the  ability  to 
live  out  one's  abilities.  These  include 
the  capacity  to  mate,  live  in  harmony 
with  a member  of  the  opposite  sex, 
and  carry  out  the  responsibilities  of 
parenthood. 


Mature  people  are  competent  and 
masterful;  not  only  can  they  make 
families  but  they  can  take  hold  of  life 
generally  and  advance  it,  and  in  par- 
ticular they  can  replace  themselves 
with  healthy  children  who  become 
healthy  men  and  women.  Mature  indi- 
viduals can,  of  course,  elect  to  not 
have  children  and  deploy  all  of  their 
energies  into  their  work.  The  fate  of 
mankind  depends  on  the  durability  of 
the  heterosexual  relationship,  and  the 
stability  and  integrity  of  the  family. 

The  Most  Important  Function 

The  correct  development  of  a child 
requires  the  commitment  of  mature 
parents  who  understand  either  con- 
sciously or  intuitively  that  children  do 
not  frow  up  like  Topsy.  Good  mother- 
ing from  birth  on  provides  the  psycho- 
logical core  upon  which  all  subsequent 
development  takes  place.  Mothering  is 
probably  the  most  important  function 
on  earth.  This  is  a full-time,  demand- 
ing task.  It  requires  a high  order  of 
gentleness,  commitment,  steadiness, 
capacity  to  give,  and  many  other 
qualities,  too.  A woman  needs  a good 
man  by  her  side  so  she  will  not  be 
distracted  and  depleted,  thus  making  it 
possible  for  her  to  provide  rich  human- 
ness to  her  babies  and  children.  Her 
needs  must  be  met  by  the  man.  Above 
all,  she  must  be  made  secure.  A good 
man  brings  out  the  best  in  a woman, 
who  can  then  do  her  best  for  the 
children.  Similarly,  a good  woman 
brings  out  the  best  in  a man,  who  can 
then  do  his  best  for  his  wife  and 
children.  Children  bring  out  the  best  in 
their  parents.  All  together  they  make  a 
family,  a place  where  people  of  great 
strength  are  shaped,  who  in  turn  make 
strong  societies.  Our  nation  was  built 
by  such  people. 

When  the  personalities  of  parents 
are  crippled  by  psychological  conflicts, 
in  particular  those  which  impair  a clear 
sense  of  maleness  or  femaleness,  or 
when  children  are  deprived  of  the 
continuous  commitment  of  mothers 
and  fathers  (the  mother  in  particular) 
during  the  first  few  years  of  life, 
developmental  disturbances  occur  in 


children  of  varying  degrees  of  severity, 
depending  on  the  time  and  duration  of 
occurrence  of  parental  absence  or  the 
degree  of  severity  of  the  personality 
disturbances  in  the  parents.  The  de- 
velopmental disturbances  in  the  chil- 
dren may  show  up  in  childhood,  or 
they  may  go  underground  only  to 
surface  years  later  when  life  begins  to 
make  its  demands  on  them,  especially 
when  they  attempt  to  make  families  of 
their  own. 

Those  pioneers  who  developed 
America  possessed  great  inner 
strength.  They  came  from  strong  fami- 
lies. There  was  no  ambiguity  about 
male  or  female.  Their  will  prevailed 
because  they  had  been  given  to  gen- 
erously by  their  mothers  and  fathers. 
Family  ties  were  close  and  solid. 
America  became  the  greatest,  strongest 
and  most  generous  nation  of  all  time. 

Industrialization  slowly  broke  up 
the  close  and  continuous  nature  of 
family  life.  Inexorably,  fathers  were 
seen  less  and  less,  mothers  had  to  take 
over  more  of  the  husband's  responsi- 
bilities and  as  a consequence  they  had 
less  time  and  energy  to  discharge  the 
mothering  function.  Cities  grew,  com- 
muting distance  increased,  and  families 
became  uprooted.  Then  came  wars  — 
World  War  I,  World  War  II,  and  Korea. 
Fathers  were  killed,  millions  were 
taken  away  for  long  periods  of  time, 
and  others  came  back  a shell  of  what 
they  once  were.  More  and  more  chil- 
dren were  denied  good  family  life 
because  of  these  losses  or  absences. 
Not  only  were  fathers  away,  but 
mothers  had  to  devote  time  and  en- 
ergy to  tasks  other  than  the  rearing  of 
their  children  and  homemaking.  The 
children  of  these  families  suffered  the 
consequences.  They  in  turn  could  not 
do  well  as  parents  when  their  turn 
came,  and  on  and  on  through  each 
successive  generation. 

Economic  pressures  have  added  to 
the  woes  of  the  family.  Millions  more 
were  and  are  disrupted  by  the  moth- 
ers' being  forced  to  work.  Even  more 
babies  and  children  were  and  are  being 
deprived  of  good  parenting.  The  num- 
ber of  babies  and  children  who  are 
now  deprived  of  good  family  life  is 
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increasing  geometrically.  When  a child 
is  denied  good  parenting,  he  develops 
personal  disturbances  of  one  kind  or 
another,  he  passes  these  psychological 
difficulties  on  to  his  children,  and 
ultimately  society  loses  its  vitality  as 
the  number  of  disturbed  people  in- 
creases. 

Disturbed  Childhood 

The  most  obvious  consequence  of 
disturbed  childhood  development  is 
the  inability  to  make  lasting  commit- 
ments. Especially  fragile  is  the  hetero- 
sexual commitment  and  the  capacity 
to  produce  children  and  take  good 
care  of  them  so  they  will  grow  up  to 
be  healthy  men  and  women. 

Look  at  what  is  happening  in  our 
country.  The  overall  divorce  rate  is 
now  40%,  and  59%  of  second  mar- 
riages end  in  divorce.  In  California 
more  young  people  are  living  together 
than  are  formally  married.  The  num- 
ber of  unmarried  couples  in  the  United 
States  has  doubled  between  1970  and 
1975.  Currently  there  are  1.3  million 
such  couples.  Those  who  are  living 
together  have  answered  Nature's  mat- 
ing call  but  they  lack  the  psychological 
wherewithal  to  make  the  commitment 
stick.  While  there  certainly  are  legiti- 
mate reasons  for  marriages  to  termi- 
nate, the  vast  majority  end  because  of 
personality  difficulties  which  prevent 
the  couple  from  living  out  their  love 
for  each  other  in  a committed  mar- 
riage. Those  personality  difficulties  are 
directly  traceable  to  their  childhood 
development.  The  progressively  weak- 
ening heterosexual  bond  is  an  extreme- 
ly ominous  sign. 

The  children  of  these  incomplete 
commitments  or  those  from  the  mil- 
lions of  broken  homes  will  rarely 
develop  their  full  potential  and  many 
will  become  the  social  liabilities  of 
tomorrow,  to  one  degree  or  another. 
Furthermore,  the  suffering  and  psy- 
chiatric illnesses  these  individuals  will 
endure  defy  estimation.  Incidentally, 
the  marriages  of  the  young  usually 
break  up  with  the  coming  of  children. 

The  typical  picture  is  for  the  chil- 
dren to  range  in  ages  from  six  months 
to  six  or  seven  years,  exactly  when  the 
developing  child  needs  human  input  of 
the  highest  quality.  Think  of  the  mil- 
lions of  children  who  are  being  denied 
good  family  life  but  who,  nonetheless. 


will  become  the  adult  Americans  of 
tomorrow.  Will  they  be  able  to  com- 
mit themselves  to  high  values,  high 
quality  and  become  masterful?  Many 
will  not. 

The  11  million  children  being  reared 
by  a single  parent,  usually  a woman, 
provide  another  shocking  perspective 
on  the  gravity  of  the  situation.  One 
million  of  these  children  are  under 
three  years  old.  One-half  of  the  na- 
tion's annual  product  of  13.5  million 
babies  who  will  be  born  to  mothers 
between  18  and  24  years  old  will  be 
illegitimate.  Unmarried  black  women 
of  that  same  age  range  will  bear 
two-thirds  of  all  the  babies,  that  is  to 
say,  78%  of  the  black  babies  of  that 
13.5  million  will  not  have  a father.  I 
believe  the  nation's  overall  rate  of 
illegitimacy  is  around  20%.  Thirty 
percent  of  the  births  in  Chicago  (200 
thousand)  each  year  are  illegitimate, 
33%  in  New  York  City,  and  50%  in 
Washington,  D.  C.  It  is  estimated  that 
45%  of  the  babies  born  in  1976  will  be 
living  with  a single  parent  before  they 
are  18  years  old.  These  births  go  on 
year  after  year,  after  year.  In  20  years 
on-half  the  young  Americans  will  not 
have  grown  up  in  a solid  family. 

These  statistics  reveal  the  obvious 
failures  in  family  life  in  the  sense  of 
making  an  established  heterosexual 
commitment  durable.  There  is  another 
form  of  failure  in  family  life,  the 
extent  of  which  cannot  be  translated 
into  a statistic.  I am  referring  to  those 
families  which  do  not  disintegrate,  but 
within  which  there  are  severe  strains 
between  the  husband  and  wife.  These 
strains  are  nearly  always  caused  by 
imperfections  in  the  personalities  of 
the  man  and  woman,  the  most  com- 
mon of  which  are  irresponsibility  and 
weakness  in  the  man  and  unfeminine 
qualities  in  the  woman. 

In  untold  numbers  of  marriages 
there  is  either  emotional  distance  or 
open  warfare  or  the  inability  to  co- 
operate with  each  other  and  live  in 
harmony.  Such  patterns  in  parents 
always  produce  children  who  will  have 
psychological  difficulties  of  one  kind 
or  another.  To  give  you  an  idea  of  how 
weak  men  have  become,  a recent  poll 
of  10,000  families  revealed  that,  in 
70%  of  the  families,  men  do  not 


attend  to  the  family  finances.  As  you 
may  recall,  CBS  radio  recently  devoted 
an  entire  weekend  to  the  question  of 
what  is  happening  to  the  American 
male.  He  is  becoming  emasculated  just 
as  more  women  are  becoming  "liber- 
ated" from  their  biologic  and  primary 
destiny  which  if  not  fulfilled  will 
ensure  the  collapse  and  extinction  of 
mankind.  A recent  issue  of  Newsweek 
provides  a shocking  description  of  role 
reversal  in  the  home  and  between  men 
and  women  generally.  In  addition, 
there  are  2.2  million  men  who  are 
"househusbands"  whose  wives  are  the 
breadwinners. 

Wave  Of  The  Future? 

These  changes  have  led  to  an  omi- 
nous social  movemment  which  many 
women  believe  is  the  wave  of  the 
future  that  will  at  last  provide  the 
woman  her  long  overdue  and  just 
rewards  on  this  earth.  I am  referring  to 
the  mass  exodus  of  women  away  from 
the  home  when  they  still  have  small 
children  and  the  associated  belief  that 
it  is  more  worthwhile  to  enter  the 
labor  force  than  to  rear  children.  The 
leadership  of  the  women's  liberation 
movement  believes  this  exodus  is  con- 
structive and  encourages  it.  Some  even 
applaud  women  who  divorce  their 
husbands. 

As  fewer  and  fewer  families  have 
been  able  to  produce  healthy  children, 
these  children,  when  they  become 
adult,  must  find  a way  of  life  which  is 
tolerable  to  them  and  which  does  not 
include  the  deep  and  full  commitment 
to  the  making  of  a family  of  their 
own.  Men  who  cannot  be  good  fathers 
have  an  easy  out  because  traditionally 
and  by  necessity  they  have  worked 
outside  the  home  in  order  to  provide 
for  the  needs  of  their  families. 

While  the  women's  liberation  move- 
ment undoubtedly  grew  because  of 
some  genuine  social  inequities,  it  is  my 
belief  that  a large  part  of  perhaps  the 
major  motivation  behind  that  move- 
ment was  and  is  the  psychological 
need  to  create  a way  of  life  which 
excludes  the  making  of  a home  and 
the  creation  of  a family  or  removes 
them  from  these  responsibilites.  The 
roots  of  those  psychological  needs  can 
be  found  in  their  own  childhood  de- 
velopment. 
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Psychologically  Troubled  Women 

It  is  my  impression  that  some  of  the 
more  militant  leaders  of  that  move- 
ment are  psychologically  troubled  and 
embittered  because  their  efforts  at 
making  a happy  and  successful  family 
failed  — and  this  implicates  the  men  in 
their  lives  who  were  in  all  probability 
irresponsible  or  tyrannical  or  who 
simply  deserted  them. 

Some  of  these  women  are  admitted- 
ly homosexual.  The  negative  impact  of 
this  movement  on  young  women  and 
on  the  family  is  enormous.  Women 
who  are  making  families  are  being  told 
that  they  can  find  their  true  worth  and 
ultimate  fulfillment  only  by  taking  up 
a vocation  or  a profession.  Many 
women  heed  this  call  and  their  chil- 
dren, especially  pre-schoolers,  are  the 
losers,  and  eventually  so  will  be  socie- 
ty. Many  young  women  wbo  have  not 
married,  but  who  are  struggling  with 
unconscious  conflicts  having  to  do 
with  femine  identity  and  heterosexual 
commitment,  are  lured  away  from  the 
making  of  a family.  Please  understand, 
I do  not  advocate  the  making  of  a 
family  for  every  woman.  But  many 
young  women  are  being  lured  away 
from  their  highest  destiny  by  the 
liberation  movement,  and  when  they 
discover  their  mistake  it  may  be  too 
late  to  opt  for  a family  career. 

I am  well  aware  that  many  women 
have  to  take  jobs  because  of  economic 
need.  Inflation  is  profoundly  de- 
structive of  family  life.  I am  also  aware 
that  when  children  are  well  launched 
into  life  it  makes  good  sense  for  a 
woman  to  resume  working  outside  the 
home  if  she  so  desires.  And,  of  course, 
unmarried  women  must  support  them- 
selves. Listen  to  this  alarming  statistic. 
Fifty-four  percent  of  women  with 
children  up  to  teen-age  are  working, 
and  39%  of  working  women  have 
pre-school  children. 

The  absence  of  these  women,  par- 
ticularly those  with  pre-school  chil- 
dren, will  almost  always  have  a nega- 
tive impact  of  some  degree  on  child- 
hood development.  Small  babies  need 
object  constancy,  that  is,  the  con- 
tinuous input  of  good  mothering. 
Some  of  the  most  severe  damage  to 


human  development  can  be  done  to 
the  human  spirit  when  the  child- 
mother  bond  is  discontinuous  or 
broken  during  the  first  three  years  of 
life.  Volumes  have  been  written  about 
this.  When  children  are  small  and  the 
mother  is  away  most  of  the  day,  the 
quality  of  life  in  the  home  changes 
dramatically;  only  her  presence  can  fill 
the  void.  I wish  I could  adequately 
convey  to  you  the  enormous  im- 
portance of  good  mothering.  On/y 
mature  women  can  supply  it. 

A National  Symptom 

It  comes  as  no  surprise  to  me  that 
suicide  is  now  the  second  highest  cause 
of  death  of  the  young  or  that  loneli- 
ness is  a national  symptom.  These 
youngsters  are  lost,  are  filled  with 
anguish,  and  finally  so  overcome  by 
despair  that  they  terminate  the  most 
precious  gift  of  all  — life  itself.  It  is 
heartbreaking  to  listen  to  tbe  outpour- 
ings of  the  young  who  see  what  life 
has  to  offer  but  who  cannot  grab  hold 
and  make  their  own  lives  go  forward. 
The  causes  lie  within  them.  Those 
disturbances  were  formed  by  im- 
perfect family  life.  Loneliness  is  be- 
coming a national  illness.  People  are 
not  just  lonely  because  they  are  alone. 
They  are  lonely  because  they  are 
empty  inside,  and  that  comes  from  not 
having  had  good  family  life  as  chil- 
dren. 

Drug  usage  among  the  young  is  not 
just  a passing  fad;  it  is  an  expression  of 
the  inner  condition  of  the  user.  The 
user  is  seeking  escape  from  psychic 
pain,  from  loneliness,  from  life  that 
fills  him  with  anxiety  and  despair.  The 
excited  state  gives  him  courage.  Other 
drugs  lull  consciousness.  The  end  re- 
sult is  a poisoned  human  spirit  which 
loses  its  effectiveness.  A consistent 
finding  in  the  drug  user  is  the  absent 
father  during  the  formative  childhood 
years.  His  absence  overstresses  the 
mother  who  cannot  attend  fully  to  her 
role  as  mother.  Drug  usage  in  America 
is  completely  out  of  hand  and  will  be  a 
key  element  in  our  self-destruction.  At 
least  45,000,000  Americans  smoke  pot 
regularly.  We  are  being  asked  to  libera- 
lize the  laws,  and  even  the  psychia- 


trist-adviser to  the  president  would 
have  us  liberalize  our  laws  on  pot 
rather  than  eradicate  this  poison. 

It  is  no  surprise  that  the  Presidential 
Commission  on  Mental  Health  esti- 
mates that  8 million  American  chil- 
dren need  immediate  help  for  psychi- 
atric disorders.  I have  read  estimates 
which  reach  30  million.  I believe  the 
latter  figure.  In  view  of  the  disin- 
tegration in  the  durability  of  the 
male-female  bond,  the  collapse  of  so 
many  families,  and  the  inability  to 
make  a complete  bond  by  those  who 
attempt  it,  that  figure  is  or  surely  will 
be  a mere  drop  in  the  bucket  in  the 
near  future. 

Destroying  The  Schools 

In  view  of  the  deterioration  of 
family  life,  it  is  no  wonder  that,  in  one 
year,  70,000  assaults  were  made  on 
teachers,  that  100  murders  were  com- 
mitted in  schools,  and  that  a billion 
dollars  worth  of  property  damage  was 
done  to  schools.  Schools  in  large  cities 
reflect  decay.  Students  in  big  cities  are 
four  to  five  years  behind  the  level  of 
achievement  of  children  from  smaller 
cities.  These  children  are  full  of  rage  as 
a result  of  emotional  deprivations  and 
lack  of  authority  within  the  home; 
they  lack  the  inner  controls  to  abide 
by  external  rules,  by  simple  codes  of 
human  conduct.  How  can  they  be 
expected  to  behave  in  a civilized  man- 
ner when  they  were  deprived  of  civiliz- 
ing experiences  at  home? 

Veneral  disease  has  reached  the  epi- 
demic level,  there  having  been  10 
million  cases  reported  last  year.  Who 
knows  how  many  cases  were  not  re- 
ported! Realistic  constraint  on  the 
sexual  impulse  is  part  of  morality.  You 
all  know  what  is  happening  to  morali- 
ty in  America.  Give  into  your  impulses 
anytime,  anywhere  and  with  anyone 
has  become  the  "do  your  own  thing" 
ethic  of  today.  Epidemic  veneral  dis- 
ease is  part  of  the  price  — along  with 
those  millions  of  illegitimate  babies  — 
that  we  are  paying.  Does  it  surprise 
you  that  there  are  one  million  run- 
away children  each  year?  Cultures 
which  do  not  place  appropriate  re- 
straint on  sexuality  eventually  de- 
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dine.  The  open  display  of  porno- 
graphy reflects  this  decline,  as  well  as 
unrestrained  sexual  mores. 

Child  Pornography,  Prostitution 

Do  you  know  what  adults  are  doing 
to  these  runaways?  They  are  not  being 
gathered  into  the  arms  of  a compas- 
sionate society;  rather,  they  are  being 
exploited  by  evil  adults  for  prostitu- 
tion and  pornography.  Child  porno- 
graphy has  become  a multi-million 
dollar  business.  That  means  millions  of 
Americans  enjoy  looking  at  child 
porno.  In  Los  Angeles  alone,  30,000 
boys  and  girls  were  exploited  for  child 
pornography  and  child  prostitution. 
Do  you  see  how  these  facts  reflect 
what  is  happening  to  the  American 
character,  to  the  spirit  of  America? 

The  prevalence  of  child  abuse  is 
skyrocketing  — 1,600,000  instances 
last  year.  Small  wonder,  in  light  of  the 
kind  of  family  life  which  the  abuser 
probably  experienced  as  a child!  You 
all  know  what  patience,  generosity, 
tolerance,  self-control  and  capacity- 
to-stand-frustration  it  takes  to  rear  a 
child.  Child  abusers  do  not  possess 
these  qualities;  they  did  not  receive 
such  fine  humanness  from  their  par- 
ents; they  were  often  physically 
abused  themselves.  They  are  passing 
onto  their  young  what  was  done  to 
them  when  they  were  young  and  the 
consequences  of  what  was  not  done 
for  them. 

Homosexuality  is  on  the  increase  as 
could  have  been  predicted.  This  condi- 
tion is  abnormal;  the  cause  has  been 
unequivocally  traced  to  childhood  ex- 
periences within  the  family  and  to  the 
personalities  of  the  parents  and  the 
nature  of  their  relationship.  One's  bi- 
ology does  not  cause  the  condition. 
The  increase  in  this  form  of  psycho- 
pathology is  directly  related  to  the 
faculty  psychological  development  of 
the  child  within  his  disturbed  family. 

It  is  an  ominous  fact  that  the  gay 
movement  is  having  its  way  of  life 
redefined  as  a simple  variant  of  normal 
human  sexuality  and  woven  into  the 
fabric  of  society.  I know  of  three 
professional  organizations  — the  Amer- 
ican Psychiatric  Association,  the 
American  Psychological  Association, 
and  a public  health  association  — who 
have  endorsed  this  change  in  view- 
point. 


Bills  have  been  presented  in  Con- 
gress and  in  many  state  legislatures 
which  would  make  it  illegal  to  dis- 
criminate against  anyone  because  of 
sexual  preference.  This  means  that 
homosexuals  can  "marry"  and  have 
access  to  any  and  all  aspects  of  so- 
ciety, including  the  classrooms  of  our 
young.  The  young  should  be  exposed 
to,  guided  and  taught  by  the  healthiest 
individuals  possible.  Homosexuality  is 
an  abnormality  and  there  are  many 
heterosexuals  who  should  not  be 
teachers.  It  does  not  surprise  me  that 
mental  health  professional  organiza- 
tions haven't  taken  a stand,  for  many 
of  these  professions  include  in  their 
ranks  persons  with  personal  difficulties 
of  their  own  which  make  them  sympa- 
thetic to  gays. 

25  Millions  Gays 

A spokesman  for  the  gays  told  Mrs. 
Jimmy  Carter  that  there  are  25  million 
gays  in  the  United  States.  Dr.  Abram 
Kardiner,  a distinguished  physician, 
psychoanalyst  and  anthropologist, 
notes  that  homosexuality  reaches  an 
epidemic  level  in  societies  in  crises  or 
in  a state  of  collapse. 

I have  the  same  compassion  for 
homesexuals  as  for  all  others  who  are 
bedeviled  by  psychopathology;  they 
cannot  help  being  homosexual.  This 
condition  is  not  freely  chosen;  it  is 
imposed  on  the  individual  by  un- 
conscious fears  and  guilt  which  are  the 
result  of  faulty  childhood  develop- 
ment. I am,  however,  vehemently  op- 
posed to  having  this  condition  called 
normal.  We  are  indebted  to  those 
persons  who  call  a spade  a spade  on 
this  issue. 

Some  of  these  social  phenomena 
which  I have  just  mentioned  are 
symptomatic  of  the  disintegration  of 
America,  that  is,  they  are  the  glaringly 
abnormal  outward  face  of  an  under- 
lying process.  In  addition,  there  is  a 
more  subtle  change  taking  place  in  the 
American  character  although  it  is  ex- 
ceedingly important.  Americans  taken 
in  the  aggregate  do  not  demonstrate 
the  clarity  in  sexual  identity  differenti- 
ation as  clearly  as  in  the  past.  Read 
Charles  Winnick's  book.  The  New  Peo- 
ple, Desexualization  in  America,  and 
you  will  be  shocked  by  what  he 
describes.  This  trend  is  obvious  in 
clothing  styles,  hair  styles,  etc. 


Militant  Feminists 

The  very  fine  and  democratic  con- 
cept of  equal  opportunity  (which  is 
backed  by  the  equal  opportunity, 
equal  pay,  and  civil  rights  acts)  is  being 
misinterpreted  as  meaning  that  every- 
one is  equal.  As  a result,  industry  and 
the  labor  market  in  general  are  being 
forced  to  place  women  in  positions 
which  should  be  filled  by  men,  and 
men  are  increasingly  filling  jobs  which 
women  have  traditionally  filled. 

The  fires  of  this  trend  are,  of 
course,  being  fanned  by  militant  femi- 
nists and  by  many  men  who  have 
become  progressively  passive  and  less 
responsible  to  their  families  and  other 
commitments.  Everyone  should  have 
an  equal  opportunity,  but  as  people 
pass  through  life,  differences  in  ability 
and  capacity  emerge  and,  as  a con- 
sequence, some  individuals  do  better 
in  some  positions  than  in  others,  and 
so  on.  The  current  trend  is  to  consider 
men  and  women  interchangeable  in  a 
vocational  sense  and  even  within  the 
family.  We  are  told  that  men  can  be 
mothers  while  women  assume  the  role 
of  breadwinner.  The  increasing  com- 
ponent of  psychopathology  which  has 
crept  into  the  American  character  is 
causing  our  society  to  overimplement 
social  legislation  to  such  an  extent  that 
it  is  rapidly  becoming  a taboo,  if  not 
an  outright  crime,  to  acknowledge  the 
difference  between  male  and  female. 

While  this  phenomenon  may  seem 
ludicrous  to  you,  the  implications  are 
in  fact  quite  grim.  A systematic  search 
is  being  made  in  order  to  purge  all 
"sexist"  phraseology  — that  is,  ref- 
erence to  male  or  female  — from  all 
governmental  regulations  and  guide- 
lines. Senator  S.  I.  Hayakawa  says  the 
U.  S.  Civil  Rights  Commission  is  pry- 
ing into  the  private  business  of  book 
publishing  in  order  to  eliminate  from 
all  textbooks  what  it  labels  "sexist 
bias,"  that  is,  words  or  pictures  that 
assume  differences  between  males  and 
females  or  show  them  in  traditional 
roles  such  as  mothering.  He  believes 
that  the  next  step  will  be  pressure 
from  HEW  to  use  only  federally  sanc- 
tioned books.  Dr.  Benjamin  Spock  has 
already  deleted  refernces  to  boy  and 
girl  in  his  revised  book  on  child  rear- 
ing. What  utter  nonsense! 

CONTINUED  ON  PAGE  49 
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Announcing  a local,  one-day  seminar  . . . 


“Principles,  Methods  & Routines 
of  an  Effeetive  Medieal  Office” 


For  Office  and  Business  Managers;  interested  Physicians;  and  Medical  Office 
Aides,  including  Receptionists,  Bookkeepers,  Insurance  Clerks  and  Assistants. 

FACULTY: 

Roger  Harrison,  C.P.B.C.° 

Thomas  E.  Zirkle,  C.P.B.C.** 

President  of  Harrison  Associates,  Executive  Director,  Palm  Beach — 

Inc.,  Norman,  Oklahoma;  Past  Martin  County  Medical  Center,  Inc., 

President,  Society  of  Professional  Jupiter,  Florida;  Past  President  of 

Business  Consultants;  Trustee,  Society  of  Professional  Business 

Institute  of  Certified  Professional  Consultants  and  Institute  of  Certified 

Business  Consultants;  editorial  Professional  Business  Consultants; 

consultant  to  MEDICAL  ECONOMICS;  author  of  “Corporate  Practice”  and 
business  consultant  to  physicians  contributing  author  to  PRISM  (AMA) 

exclusivelv  for  20  years.  and  other  professional  journals. 

® Certified  Professional  Business  Consultant 

TIME  AND  PLACE: 

Wednesday,  October  25 
Sheraton  Mountain  Brook  Inn 
2800  U.S.  Highway  280 
Birmingham,  Alabama  35223 
(205)  870-3100 

PROGRAM: 

Morning  Session:  9:00-12:30  P.M. 

Patient  Relations;  Scheduling  and  Ap- 
pointments; Telephone  Management; 
Medical  Records;  Billing  Systems 

Afternoon  Session:  1:30-5:00  P.M. 

Processing  Insurance  Claims;  Questions 
and  Answers;  Collection  Systems;  Fi- 
nancial and  Bookkeeping;  Personnel; 
Questions  & Answers/ Discussion 

Registration: 

8:30-9:00  A.M. 

Individual  fee:  $125;  Additional  People  from  same  office  $75  each 
Registration  fee  includes  lunch  and  course  materials. 

Contact  for  further  information:  Shirley  Rider  (Telephone  405/329-3110) 

REGISTRATION  FORM:  “Principles,  Methods  and  Routines  of  an  Effective  Medical  Office.”  Please  register 
the  following  persons: 

1.  2.  

3 4 


From  the  office  of; 

Name 

Street 

City 

Full  Tuition  Fee  of  $ 


Wednesday,  October  25 

Specialty  

Phone  No 

State  

is  enclosed,  payable  and  mailed  to: 

MEDICAL  ADMINISTRATION  SEMINARS 
2500  McGee  Drive 
Norman,  Oklahoma  73063 


Zip 
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Pediatric  Drops 


100  mg, /ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500738 
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Insomnia 

a shade  of  blue  that  often 
accompanies  depression 

And,  in  anxiety/depression,  Adapin®  (doxepin  HCl)  often 
helps  restore  disturbed  sleep  patterns,  such  as  early  morning 
awakening,  with  a single  daily  dose  at  bedtime!  Adapin  quickly 
relieves  the  patient’s  anxiety,  gradually  brightens  his  mood  and 
outlook,  with  optimal  antidepressant  response  usually  evident 
within  two  to  three  weeks. 

1.  Goldberg  HL,  Finnerly  RJ.  Cole  JO:  Doxepin:  Is  a single  daily  dose  enough?  Am  J Psychiatry  131 : 1027- 1029, 1974. 


Brief  Summary  of  Prescribing  Information 
ADAPIN®  (doxepin  HCl)  Capsules 

Indications — Relief  of  symptoms  of  anxiety  and  depression. 

Contraindications — Glaucoma,  tendency  toward  urinary  retention,  or 
hypersensitivity  to  doxepin. 

Warnings — Adapin  has  not  been  evaluated  for  safety  in  pregnancy.  No 
evidence  of  harm  to  the  animal  fetus  has  been  shown  in  reproductive 
studies.  There  are  no  data  concerning  secretion  in  human  milk,  nor  on 
effect  in  nursing  infants. 

Usage  in  children  under  12  years  of  age  is  not  recommended.  MAO 
inhibitors  should  be  discontinued  at  least  two  weeks  prior  to  the 
cautious  initiation  of  therapy  with  this  drug,  as  serious  side-effects  and 
death  have  been  reported  with  the  concomitant  use  of  certain  drugs 
and  MAO  inhibitors. 

In  patients  who  may  use  alcohol  excessively  potentiation  may  in- 
crease the  danger  inherent  in  any  suicide  attempt  or  overdosage. 

Precautions — Drowsiness  may  occur  and  patients  should  be  cautioned 
against  driving  a motor  vehicle  or  operating  hazardous  machinery.  Since 
suicide  is  an  inherent  risk  in  depressed  patients  they  should  be  closely 
supervised  while  receiving  treatment.  Although  Adapin  has  shown  ef- 
fective tranquilizing  activity,  the  possibility  of  activating  or  unmasking 
latent  psychotic  symptoms  should  be  kept  in  mind. 

Adverse  Reactions — Dry  mouth,  blurred  vision  and  constipation 
have  been  reported.  Drowsiness  has  also  been  observed. 

Adverse  effects  occurring  infrequently  include  extrapyramidal 
symptoms,  gastrointestinal  reactions,  secretory  effects  such  as 
sweating,  tachycardia  and  hypotension.  Weakness,  dizziness, 
fatigue,  weight  gain,  edema,  paresthesias,  flushing,  chills,  tinnitus, 
photophobia,  decreased  libido,  rash  and  pruritus  may  also  occur. 

Dosage  and  Administration — In  mild  to  moderate  anxiety  and/or 
depression:  25  mg  t.i.d.  Increase  or  decrease  the  dosage  according 
to  individual  response.  Daily  dosage,  up  to  150  mg  may  be  taken  at 
bedtime  without  loss  of  effectiveness.  Usual  optimum  daily  dosage  is 
75  mg  to  150  mg  per  day  not  to  exceed  300  mg  per  day. 

Antianxiety  effect  usually  precedes  the  antidepressant  effect  by 
two  or  three  weeks. 

How  Supplied — Each  capsule  contains  doxepin,  as  the  hydro- 
chloride: 10  mg,  25  mg,  50  mg  and  100  mg  capsules  in  bottles  of  100 
and  1000. 

For  complete  prescribing  information  please  see  package 
insert  or  PDR. 


When  they  see  life 

in  shades  of  blue- 
help  them  see  life 
in  all  its  colors. 

Adapin 

(doxepin  HCl) 

single  daily  dose  reconnmended  h.s. 

10  mg  capsules  PEM4\AALT 

25  mg  capsules  Pennwalt  Prescription  Products 

Pharmaceutical  Division 
Pennwalt  Corporation 

50  mg  capsules  Rochester.  New  York  1 4603 

NEW  100  mg  capsules 


100  mg 


250  mg 


500  mg 


Iblinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 
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Alcohol  Detoxification: 

Central  Clinical  Problems  In  A Psychiatric  Setting 


Carlos  F.  Ramirez,  M.D. 
Howard  E.  Wells,  M.A.,  P.A.-C. 


It  is  difficult  to  find  comprehensive  teaching 
material  or  even  an  adequate  brief  review  of  the 
acute  medical  aspects  of  alcoholism.  Most  material 
seems  to  present  the  problem  of  withdrawal  as  a 
sequence  of  rather  clear  stages  and  forgets  that  the 
patient  may  not  conform  to  a didactic  medical 
transcription. 

The  patient  is  rather  a mixed  clinical  picture  in 
which  symptoms  and  signs  in  each  case  are 
combined  into  a unique  interpretation  of  the 
abstinence  syndrome.  More  often  than  not  addi- 
tional underlying  and  intercurrent  factors  of  differ- 
ent etiology  and  pathogenesis  complicate  both  the 
presentation  and  the  prognosis.  Therefore,  we  will 
point  out  particular  diagnostic  factors  which,  if 
misjudged,  could  present  catastrophic  consequen- 
ces. 

Our  particular  viewpoint  requires  neither  ex- 
tensive knowledge  nor  presumes  perfection,  but  is 
only  the  pursuit  of  practical  considerations  that  will 
help  the  professional  with  detoxification  as  it 
occurs  in  the  psychiatric  environment. 

Working  Class  Patients 

The  setting  in  which  we  see  patients  is  a 
combined  18-bed  detoxification  and  2Tbed  re- 
habilitation unit  in  a V.A.  psychiatric  facility.  The 
hospital  is  located  in  a southern  metropolitan  area. 
The  patients  on  our  unit  are  working  class. 
Typically,  they  are  painters,  carpenters,  sheetrock 
workers  and  laborers.  We  suspect  that  there  are  a 
larger  percentage  of  deteriorated  types  than  would 
be  seen  at  most  such  facilities.  Nevertheless,  we 
frequently  treat  the  middle  class,  the  educated  and 
occasionally  the  professional. 

We  have  organized  our  paper  into  four  questions 
to  be  answered.  We  will  first  try  to  justify  this 
division  of  presentation  and  then  explain  in  detail 
the  topics  inherent  in  our  questions.  Finally,  we 
will  summarize  our  observations  with  regard  to 
treatment. 


At  the  time  the  patient  presents  for  detoxifica- 
tion these  four  important  questions  are  asked: 

Is  he  actually  in  withdrawal? 

Mistaking  an  acutely  intoxicated  patient  for  one 
in  withdrawal  is  not  an  unheard  of  occurrence.  The 
results  can  be  dangerous  for  the  patient.  How  you 
identify  the  alcoholic  profile  will  ultimately  de- 
termine if  you  are  in  fact  treating  an  alcohol 
withdrawal  syndrome  or  one  of  many  possible 
medical  problems.  More  often  than  not  the  presen- 
tation is  a combination  of  problems  that  includes 
withdrawal.  This  is  why  it  is  important  to  evaluate 
the  degree  and  depth  of  withdrawal  manifestations, 
if  it  is  the  first  such  episode  the  patient  has  had  or, 
if  not,  how  it  differs  from  previous  ones.  You 
should  note  whether  somatic  and  psychic  expres- 
sions are  in  accordance  with  each  other.  In  general, 
you  are  trying  to  determine  if  emergency  or 
routine  measures  are  called  for.  Never  underesti- 
mate the  withdrawal  constellation,  for  it  can  be 
simple  or  it  can  be  lethal. 

2.  Is  he  presenting  symptoms  of  psychosis? 

Your  understanding  of  these  symptoms  should 
tell  you  the  difference  between  the  alcoholic 
psychosis  and  the  schizophrenic  alcoholic.  The 
psychological,  sociological  and  chemical  approach 
to  the  alcoholic  who  develops  a psychosis  is  very 
much  different  from  a person  with  a primary 
schizophrenic  illness.  There  may  be  common  path- 
ways, but  the  causes  and  effects  are  different  and 
should  be  handled  accordingly.  A proper  psychi- 
atric evaluation  is  essential  in  making  this  determi- 
nation. In  the  context  of  the  alcoholic,  addiction  is 
the  objective  and  the  psychosis  is  secondary.  If  the 
patient  is  actually  psychotic,  and  we  fail  to 
concentrate  our  effort  on  the  identification  of  his 
psychopathology,  then  the  door  is  open  to  poten- 
tial homicide,  suicide  or  a progressingly  more 
complex  masquerade  of  his  symptomatology.  If  we 
only  detoxify  the  psychotic,  it  is  likely  that  he  will 
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continue  to  drink  in  a futile  effort  to  integrate  his 
mental  disorganization.  As  the  years  of  drinking 
continue,  it  will  take  even  more  careful  interroga- 
tion to  unmask  the  primary  disorder. 

3.  Is  he  presenting  symptoms  of  primary  depres- 
sion or  secondary  depression? 

You  should  be  able  to  recognize  the  clinical 
syndrome  "depression”  as  a cause  or  effect  of  the 
alcohol  abuse.  It  is  our  firm  conviction  that  as  soon 
as  the  patient  has  completed  withdrawal  his  sec- 
ondary depression  will  gradually  dissipate  and  that 
by  the  end  of  the  fourth  day  no  equivalent 
depression  will  be  evident.  The  patient  may  even 
forget  how  depressed  he  was.  The  complete  stabili- 
zation of  his  acute  physical  and  mental  distress  will 
contribute  to  the  resolution  of  this  secondary 
depression.  In  contrast,  the  neurotic  depressive 
remains  "down”  because  the  psychogenic  factor 
has  not  been  removed.  Becoming  sober  again  only 
serves  to  aggravate  the  underlying  condition.  An 
understanding  of  the  psychodynamics  is  important 
here  to  avoid  a fatal  outcome  such  as  a drug 
overdose  ora  "casual  accident." 

4.  Is  he  showing  symptoms  of  impaired  brain 
tissue  function? 

You  must  be  able  to  differentiate  acute  (reversi- 
ble) organic  brain  syndrome  from  the  chronic 
(irreversible)  form  as  well  as  mixtures  of  the  two. 
They  may  also  be  separated  into  psychotic  and 
non-psychotic  forms.  The  majority  of  acute  epi- 
sodes deal  with  patients  who  combine  alcohol 
ingestion  with  other  sedatives  (barbiturates,  mep- 
robamate, Librium,  Valium,  etc.).  This  is  why  we 
stress  an  accurate  history  of  alcohol  and  drug 
intake.  The  acute  organic  brain  syndrome  patient 
will  become  less  confused  after  a few  days.  The 
prognosis  is  usually  excellent,  and  the  patient  can 
resume  his  previous  activities.  Nevertheless,  we 
must  be  careful  to  remember  that  as  one  drug 
clears  the  action  of  another  may  become  more 
evident,  and  the  acute  organic  brain  syndrome 
patient  will  present  cycles  of  clearance  alternating 
with  periods  of  confusion  and  disorientation. 

We  should  be  in  position  to  detect  the  pro- 
gressive changes,  irreversibles  in  the  deterioration 
of  the  alcoholic,  because  of  the  long-term  medical 
and  social  consequences.  The  chronic  organic  brain 
syndrome  patient  does  not  make  a good  candidate 
for  costly  rehabilitation  programs,  but  we  can 
provide  security  and  a controlled  medical  and 
social  milieu. 

Two  Objectives 

To  adequately  answer  these  four  questions  you 
should  strive  for  two  objectives.  The  first  objective 


is  to  obtain  adequate  information  from  the  family. 
However,  keep  in  mind  that  even  a greatly  intoxi- 
cated patient  can  usually  be  interviewed  and 
important  data  obtained  regarding  the  social,  medi- 
cal and  psychological  history.  In  fact,  the  patient  is 
often  very  candid  and  is  likely  to  give  more  facts 
about  his  recent  drinking  and  provide  more  insight 
while  intoxicated  than  when  sobriety  brings  his 
defenses  back  into  play  again.  Nevertheless,  a high 
degree  of  suspicion  always  should  be  retained.  If 
the  patient  simply  desires  hospitalization,  he  may 
greatly  exaggerate  both  his  behavior  and  state- 
ments regarding  his  drinking.  Also,  he  may  over- 
look or  misinterpret  important  physical  problems. 
This  is  especially  true  with  regard  to  injuries  and  is 
a reason  why  he  should  be  examined  closely  from 
head  to  foot.  A listing  of  some  important  admis- 
sion data  is  included  below. 

Open  or  Concealed? 

The  second  objective  is  to  observe  the  patient's 
gestures,  mannerisms  and  tone  of  voice.  Is  the 
patient  open  or  concealed  in  his  behavior?  Is  he 
hostile  or  threatening?  Does  he  show  abrupt  mood 
changes,  such  as  from  crying  to  cynical  laughing? 
Note  how  the  patient  begs  or  how  he  challenges, 
and  how  certain  he  is  about  his  condition.  The 
alcoholic  can  move  you  to  tears  with  his  tragedy, 
flatter  your  vanity,  or  hurt  your  pride.  Thus  the 
second  objective  is  to  see  through  the  masquerade 
of  manipulation  and  to  make  a clear  assessment  of 
the  mechanism  of  each  alcoholic  patient  and  to 
determine  what  special  measures  will  be  necessary. 

Important  Admission  Data 

a)  Amount  of  consumption  (volume  in  pints, 
fifths,  cans  per  day) 

b)  Initiation  and  termination  of  drinking  (time) 

c)  The  kind  of  alcohol  consumed  (bonded  whis- 
key, moonshine,  wildcat,  or  white  lightning, 
beer,  wine  or  cooking  sherry  which  is  also 
called  "salted  dog,"  isopropyl  alcohol  in  the 
form  of  rubbing  alcohol,  after  shave  lotions  or 
"green  lizard"  and  hair  tonics,  methyl  alcohol 
in  the  form  of  canned  heat  or  Sterno) 

d)  Other  drugs  used  with  the  alcohol 

e)  History  of  previous  delirium  tremens,  halluci- 
nations, alcoholic  blackouts,  and  seizures  (Be 
specific  about  the  nature  or  kind  of  hallucina- 
tions) 

f)  Previous  hospitalizations,  medical  diagnoses 
and  medications  in  the  use  (note  particularly 
any  chronic  health  problems) 

g)  History  of  recent  injuries  or  accidents  es- 
pecially head  or  neck  injuries. 
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h)  Behavior  pattern  with  and  without  drinking 

i)  The  drinking  pattern  and  development  of 
tolerance  (continuous  or  binges,  drinking 
alone,  morning  drinking,  gulping,  drinking  on 
the  job,  taking  alcohol  as  medicine,  giving 
preference  to  alcohol  over  other  activities) 

j)  A brief  social  history  (note  if  he  is  married  or 
living  alone  and  if  he  is  employed,  note  who 
brought  him  to  the  hospital  and  why  he  felt  it 
was  necessary  to  come) 

Withdrawal  Syndrome 

Textbooks  of  medicine  and  current  literature 
tend  to  break  the  problem  of  withdrawal  or 
abstinence  into  minor  (early)  and  major  (late) 
stages  as  if  one,  with  all  its  attendant  symptoms 
and  signs,  regularly  followed  the  other  in  logical 
succession.!  - 2 

This  is  not  necessarily  the  case.  The  importance 
of  relative  abstinence  and  initiating  factors  should 
be  emphasized.  We  know  the  patient  may  go  into 
full-blown  delirium  tremens  while  still  drinking  at  a 
hefty  pace,  if  it  is  relatively  less  than  what  he  had 
been  drinking  for  a sustained  period.  Infection, 
injury  or  surgery  may  set  off  delirium  tremens  with 
or  without  the  customary  time  interval  of  absti- 
nence, usually  thought  to  be  48  to  96  hours. 

In  point  of  fact,  the  critical  determinants  of  the 
severity  and  duration  of  alcohol  withdrawal 
symptoms  are  simply  not  known  and  do  not 
appear  to  be  directly  related  either  to  the  volume 
of  alcohol  consumed  or  the  duration  of  the 
drinking  spree. 3 The  multiple  factors  involved  are 
genetic,  constitutional,  socio-cultural,  climatic,  and 
behavioral.  Thus,  the  amounts  of  alcohol  con- 
sumed and  the  kinds  of  alcohol  only  furnish  a 
rough  guideline  as  to  what  may  be  expected. 

The  confirmed  alcoholic  is  well  aware  of  the 
possibility  of  delirium  tremens  after  a prolonged 
binge,  and  he  is  likely  to  taper  his  drinking  in  an 
effort  to  avoid  this  outcome  altogether  or  at  least 
until  he  can  get  into  the  hospital.  The  presence  of 
tremors,  agitation,  or  hallucinations  seems  to  be 
most  often  interpreted  as  indications  of  impending 
withdrawal.  Thus,  we  find  most  alcoholics  present- 
ing to  the  hospital  intoxicated  rather  than  in  actual 
withdrawal,  and  real  delirium  tremens  is  quite 
uncommon.  Continued  drinking  until  the  patient 
reaches  the  hospital  appears  to  serve  two  purposes 
for  him;  to  make  admission  easier  or  more  certain 
and  to  control  psychomotor  excitability.  Of 
course,  when  an  occasional  patient  arrives  in  a 
manifest  state  of  delirium  tremens  you  will  suspect 
that  something  out  of  the  ordinary  terminated  his 
supply  of  alcohol  or  more  than  likely  he  became 


ill,  injured  or  immobilized  due  to  weakness  or 
peripheral  neuropathy. 

What  we  want  to  emphasize  is  that  there  is 
simply  no  set  rule  for  the  withdrawal  syndrome. 
Each  person  will  display  a rather  individualized 
pattern  only  partly  related  to  the  way  he  metabo- 
lizes alcohol.  Some  patients  will  have  "rum  fits" 
(grand  mal  seizures),  some  will  have  predominantly 
hallucinations,  and  others  will  show  the  full  picture 
of  delirium  tremens.  Also,  each  patient  character- 
izes delirium  tremens  according  to  his  own  psycho- 
physiologic  framework.  In  some  instances  con- 
fusion predominates  and  in  others  hallucinations 
with  delirium. 

Toxic  Psychosis 

How  do  we  know  we  are  facing  true  delirium 
tremens?  In  our  consideration,  this  outcome  is  a 
withdrawal  symptom  of  alcohol  addiction  and  is  a 
toxic  psychosis.  In  most  instances  the  psychosis 
begins  while  the  patient  is  still  drinking.  These 
patients  misinterpret  the  environment  and  are  apt 
to  be  distrustful,  delusional  and  panicky.  Greater 
degrees  of  psychomotor  and  autonomic  overactivi- 
ty and  more  profound  disorientation  are  likely  to 
be  associated  with  delirium  tremens. ^ The  follow- 
ing is  a listing  of  some  important  clues  to  the 
diagnosis  of  delirium  tremens. 

Diagnosis  of  Delirium  Tremens 

a)  A patient  with  an  alcohol  addiction  profile, 
i.e.,  history  of  previous  major  withdrawal 
syndromes,  heavy  tolerance  to  alcohol,  and 
long  habituation.  Usually  an  older  patient. 

b)  The  history  of  a long  alcoholic  binge  which 
has  suddenly  been  terminated  or  greatly 
reduced  by  illness  or  injury. 

c)  A recent  seizure  may  closely  preceed  the 
onset  of  delirium  tremens. 

d)  Moderate  fever,  leukocytosis,  dilated  pupils, 
tachycardia,  profuse  perspiration  and  other 
vasomotor  liability. 

e)  Severe  confusion  and  disorientation  appears 
in  all  cases. 

f)  There  is  a. coarse  tremor  of  the  hands,  tongue 
and  face,  particularly  in  the  circumoral  area, 
but  he  shakes  all  over. 

g)  A fright,  terror  or  panic  reaction  may  occur 
and  is  often  triggered  by  vivid  hallucinations 
(usually  of  animals  such  as  snakes,  insects  or 
rodents)  and  delusions  (such  as  FBI  agents  or 
Russian  spys  trying  to  kill  them).  Tactile 
hallucinations  such  as  bugs  crawling  on  the 
skin.  Combative  behavior  may  occur. 
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h)  A history  of  poor  nutrition  or  disturbed  water 
balance  in  the  form  of  either  dehydration  or 
overhydration. 

i)  The  patient  is  usually  unable  to  eat  or  sleep 
and  may  move  continuously  as  if  picking  at 
the  bedsheets  or  his  clothing.  He  may  fumble 
for  several  minutes  in  a futile  effort  to  remove 
a pack  of  cigarettes  from  his  shirt  pocket. 

j)  Albuminuria  occurs  in  about  half  of  the  cases. 

k)  The  illness  may  resolve  in  three  or  four  days, 
but  death  may  occur  in  as  many  as  1 5%  of  the 
cases  due  to  hyperthermia,  peripheral  circula- 
tory collapse  or  other  unknown  events. 

Complicated  Picture 

Whatever  pattern  the  abstinence  syndrome 
takes,  the  picture  may  be  complicated  by  a variety 
of  medical  problems.  There  are  essentially  four 
categories  of  problems.2 

l)  Secondary  metabolic  effects— The  most  com- 
mon problems  to  manage  here  are  hypokale- 
mia, hypoglycemia,  hyperglycemia,  metabolic 
ketoacidosis,  hyperuricemia,  lacticacidemia 
and  overhydration. 

2)  Alcohol-induced  diseases— Cirrhosis  with  the 
associated  problems  of  ascites,  enceph- 
alopathy, varices  and  hepatorenal  syndrome  is 
common  in  various  degrees  of  severity.  Alco- 
holic hepatitis  when  it  occurs  should  be  easily 
recognized  by  the  characteristic  liver  function 
profile  and  clinical  findings.  The  death  rate 
from  this  condition  is  substantial  and  cirrhosis 
develops  in  approximately  half  of  the  patients 
who  survive.  Acute  pancreatitis  may  be  so 
mild  that  it  is  hard  to  detect  or  it  may  prove 
to  be  rapidly  fatal.  Alcohol  may  induce 
simple  gastritis,  petic  ulceration  or  life  threat- 
ening Gl  hemorrhage  by  a number  of  mech- 
anisms. Peripheral  myopathy  and  cardio- 
myopathy is  probably  not  recognized  as  often 
as  it  occurs. 

3)  Alcohol-associated  disorders— Malnutrition, 
anemia,  dehydration  and  some  degree  of 
either  induced  or  associated  deterioration 
appears  to  be  common  in  our  experience. 
Peripheral  neuropathy  is  our  most  frequently 
encountered  neurologic  problem  caused  by 
nutritional  deficiency.  We  see  this  disorder  in 
all  forms  from  slight  numbness  and  paresthe- 
sias in  the  extremities  to  complete  paralysis 
which  may  be  confused  with  stroke.  True 
Wernicke's  disease  and  Korsakoff's  psychosis 
is  less  common.  A disproportionate  number 
of  alcoholics  suffer  from  chronic  obstructive 
lung  disease.  Tuberculosis,  and  oral  cancers. 
Toxicly  induced  dysrhythmias  occur  in  young 


and  old  alike.  In  our  experience,  trauma  is 
likely  to  be  in  the  form  of  minor  head  injuries 
and  ankle  or  foot  fractures.  It  is  common  to 
find  a chronic  drinker  with  a history  of 
multiple  fractures  and  sprains  of  both  ankles. 
The  loss  of  muscle  tone,  restlessness,  and 
incoordination  makes  the  ankle  very  vulner- 
able to  injury.  While  we  are  always  alert  for 
the  dreaded  subdural  or  other  internal  hemor- 
rhage, it  is  multiple  injuries  of  the  extremities, 
often  complicated  by  peripheral  neuropathy, 
that  occupy  most  of  our  time. 

4)  Concurrent  problems  not  directly  alcohol 
related  but  common— Included  under  this 
category  is  diabetes  mellitus,  seizure  disorders 
not  related  to  withdrawal,  hypertension,  and 
the  abuse  of  sedatives  or  tranquilizers  usually 
in  a pattern  which  allows  continued  alcohol 
consumption. 

Psychotic  Response  Pattern  to  Alcohol 

The  psychotic  response  pattern  to  alcohol,  or 
alcoholic  psychosis  should  be  differentiated  from 
cases  in  which  alcoholism  has  masked  a schizo- 
phrenic illness.  Alcoholic  psychosis  is  characterized 
by  the  following: 

a)  I llusions— Difficulty  in  perception  of  form 
and  color.  Shadows  on  the  wall  may  be  misin- 
terpreted. Tree  branches  along  a dark  path  seem  to 
be  swaying  down  to  engulf  the  alcoholic.  Sounds 
may  be  mistaken  for  voices.  For  example,  screech- 
ing of  brakes  may  sound  like  women  screaming. 
Various  fantasies  are  built  up  around  such  misin- 
terpretations. 

b)  Delusions— Confabulatory,  persecutory  or 
paranoid  delusions,  the  absurdity  of  which  are  not 
recognized  by  the  patient  at  the  time,  may  be 
present.  Such  delusions  frequently  concern  the 
infidelity  of  their  wives. 

c)  Hallucinations— These  may  often  take  the 
form  of  vivid  nightmares  and  accusing  or  threaten- 
ing voices.  The  voices  the  patients  hears  typically 
refer  to  him  in  the  third  person.  Should  the 
auditory  hallucinations  persist  in  a setting  of 
correct  orientation  and  without  the  presence  of 
visual  hallucinations  for  a period  of  two  weeks,  the 
possibility  of  primary  psychosis  should  be  con- 
sidered. 

The  Voice  of  God 

In  alcoholic  psychosis  there  are  no  lasting 
primary  symptoms  of  schizophrenia  such  as  dis- 
turbances of  affect,  association,  or  the  presence  of 
autism  and  ambivalence.  The  schizophrenic  alco- 
holic is  more  likely  to  interpret  auditory  hallucina- 
tions as  directed  to  him  or  addressing  him  and  as 
coming  from  God  or  nonhuman  sources.'^ 
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Typically,  alcohol  in  the  schizophrenic  patient 
helps  to  make  these  voices  go  away  and  to 
reconstitute  his  mental  disorganization.  One  of  the 
best  tip-offs  to  the  diagnosis  of  schizophrenia  in 
the  drinking  population  is  a medical  record  with  a 
consistent  picture  of  similar  delusional  or  halluci- 
natory material  in  a patient  who  has  never  made 
even  a brief  adjustment  to  life  (never  married  or 
only  briefly,  no  consistent  job  record  or  history  of 
successes,  living  with  patients,  relatives  or  friends). 
The  certainty  of  the  diagnosis  is  determined  by 
continuous  treatment  with  antipsychotic  drugs. 
The  schizophrenic  alcoholic  maintained  on  proper 
medication  will  not  drink  again. 

The  Depressive  Response 
Pattern  to  Alcohol 

We  must  bear  in  mind  that  depression  is  a basic 
and  essential  component  in  chronic  alcoholism. 
The  main  causes  of  this  depression  are  believed  to 
be  the  following: 

Physiological —S>o&\urc\  retention  by  the  brain 
tissue,  changes  in  the  catecolamine  level  in  the 
brain  and  disturbances  in  REM  sleep  are  suspected 
in  the  etiology  of  depression. s The  cerebral  toxi- 
city leads  in  certain  individuals  to  the  active 
operation  of  repression,  denial  and  projection. 
These  mechanisms  appear  to  be  initiated  automat- 
ically apart  from  conscious  intent  with  the  aim  the 
annulment  of  the  anxiety  and  mental  pain  en- 
gendered by  the  physical  effect  of  the  brain 
damage.  Such  a mechanism  might  warrant  alco- 
holism being  called  a "pathoneurosis.” 

Psychological— emotionally  stressful  situa- 
tion often  precipitates  a deteroration  of  the  self- 
image  and  is  manifested  by  a complex  constellation 
of  conscious  and  unconscious  negative  feelings 
such  as  free  floating  anxiety,  guilt,  shame,  remorse, 
and  mood  swings  from  anger  to  extreme  despair. 
There  is  self-hatred  with  a concomitant  desire  for 
self-destruction.  The  alcoholic  knows  that  "some- 
thing” is  not  right  and  that  very  deep  he  is  hurt 
either  by  himself,  others  or  the  environment  and 
circumstances. 

Social— Ihe  alcoholic  is  a very  desolated  human 
being.  He  may  withdraw  from  most  social  contacts, 
since  interpersonal  relations  seem  to  be  too  de- 
manding. In  severe  cases,  the  wish  to  avoid  or 
escape  is  manifested  in  marked  seclusiveness.  Per- 
haps, unconsciously  he  feels  a strong  desire  to  end 
his  life  as  a way  of  escape  from  an  intolerable 
situation. 

Diagnosis  of  Depression 

a)  Mood— The  patient  feels  sad,  blue,  unhappy, 
bored,  miserable,  guilty  and  lonely. 


b)  Self-concept— He  describes  himself  as  worth- 
less, no  good,  born  to  lose  or  a terrible 
person. 

c)  Self-punitive— He  criticizes  and  blames  him- 
self. He  may  verbalize  suicidal  wishes  or 
specific  plans. 

d)  Somatic— He  is  usually  fatigued  apart  from 
the  effects  of  alcohol.  He  cannot  sleep  and  he 
has  no  appetite.  He  is  preoccupied  with 
numerous  minor  physical  complaints  especial- 
ly headaches  and  low  back  pain.  There  is  a 
loss  of  libido. 

e)  Activity  level— He  displays  a reduction  in 
spontaneous  activity  and  an  inhibition  of 
action  and  thinking.  However,  a sense  of 
restlessness  and  ceaseless  activity  much  of 
which  is  purposeless  may  occur  instead. 

Is  the  depression  primary  or  secondary  to  the 
use  of  alcohol  only?  Secondary  depression  is 
characterized  by  a vicious  cycle  consisting  of  three 
phases: 

1)  Elation  phase— This  phase  is  manifested  by  a 
lack  of  inhibition  or  freer  expression  of  repressed 
tendencies. 

2)  Depressive  phase— This  phase  is  the  result  of 
the  depressant,  paralyzing  effects  of  alcohol. 

3)  Guilt  and  shame  phase— This  means  reverting 
to  the  original  emotional  stress  situation  with  guilt 
and  shame  as  a reaction.  There  is  deterioration  of 
the  self-image  and  continued  drinking  to  combat 
the  feeling  of  depression.  There  is  typically  no 
history  of  precipitating  events  or  of  depression. 

In  primary  or  psychogenic  depression  we  can 
elicit  a history  of  previous  mood  swings,  cyclo- 
thymic personality  patterns  or  precipitating  en- 
vironmental factors.  In  primary  depression,  think- 
ing is  an  expression  of  efforts  to  overcome  feelings 
of  actual  depression. 

The  anxiety  and  hence  depression  is  partially 
allayed  by  drinking.  Primary  depression  is  precipi- 
tated by  the  following: 

1)  A neurotic  depressive  personality  whose  ego 
feels  incapable  of  fulfilling  its  aims  or  aspirations. 
These  people  are  pessimistic,  inadequate,  and 
without  purpose  or  direction  in  life. 

2)  A cyclothymic  personality  with  displays  of 
mood  swings  between  elated  agitative  behavior  and 
retarded  activity  levels.  These  swings  are  often 
diurnal. 

3)  Significant  loss  which  may  be  a person, 
material  possession  or  loss  of  status. 

It  is  difficult  to  draw  a sharp  line  between 
neurotic  and  psychotic  depression,  because  depres- 
sion is  displayed  more  as  a quantitative  continuum 
without  clear  qualitative  distinction  between 
phases.  Depression  becomes  psychotic  when  bodily 
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complaints  move  in  the  direction  of  feelings  or 
delusions  of  unreality  and  loss  of  reality  is  ac- 
companied by  hallucinations  or  greater  degrees  of 
psychomotor  retardation. 

The  Organic  Brain  Syndrome 
Response  to  Alcohol 

Organic  brain  syndrome  is  included  among  the 
alcohol  induced  diseases.  It  can  be  classified  as 
either  acute  (reversible)  or  chronic  (irreversible) 
and  as  pcyhotic  or  non-psychotic.  In  the  non- 
psychotic  organic  brain  syndrome  neurotic 
symptoms  such  as  depression,  anxiety,  obsession- 
compulsion  may  become  apparent.  In  the  psy- 
chotic organic  brain  syndrome  the  psychosis  may 
include  delusions,  illusions,  and  hallucinations. 
There  may  be  gross  interference  with  the  indi- 
vidual's ability  to  meet  the  demands  of  life, 
because  of  a deficit  in  memory  or  perception  or 
because  of  profound  mood  alterations. 

The  acute  organic  brain  syndrome  is  reversible, 
but  in  some  cases  there  will  be  a progressive 
deterioration  that  ranges  from  slight  impairment  of 
such  faculties  as  intellect,  attention,  and  memory 
to  global  deterioration  of  the  personality  function- 
ing (alcoholic  dementia). 

Often  intellectual  deterioration  is  entirely  limit- 
ed to  a deficiency  in  short-term  memory,  while 
other  aspects  of  the  personality  remain  intact.  A 
progressive  deterioration  spreading  to  other  facul- 
ties is  not  necessarily  the  rule,  and  there  are  even 
occasions  when  deficient  functions  improves  even 
if  only  transiently. 

Organic  brain  syndrome  due  to  alcoholism  must 
be  differentiated  from  organic  brain  syndrome  due 
to  poisons  or  drugs,  trauma,  endocrine  disease, 
nutritional  or  metabolic  disorders,  intracranial  neo- 
plasms, senile  or  pre-senile  dementia,  CNS  syphilis, 
and  other  infections.  Systemic  disease  must  be 
ruled  out  even  though  the  presenting  complaint 
may  be  psychiatric  or  neurological.  Detailed 
studies  of  the  mental  status  are  advisable  in  cases 
of  head  injury,  brain  tumor  or  epilepsy. 

Chronic  organic  brain  syndrome  in  alcoholism  is 
predominantly  of  nutritional  origin.  Wernicke's 
disease,  Korsakoff's  psychosis,  alcoholic  cerebellar 
degeneration,  and  polyneuropathy  are  generally 
different  clinical  aspects  of  the  same  nutritional 
deficiency  problem;  the  B group  vitamins.^  Ocular 
disturbances  and  ataxic  gait  are  fundamental 
symptoms  in  Wernicke's  disease  and  constitute  a 
medical  emergency.  In  Korsakoff's  psychosis,  im- 
paired memory  (retrograde  amnesia)  and  impaired 
ability  to  acquire  new  information  (anterograde 
amnesia)  are  the  chief  features  which  are  believed 


to  develop  directly  or  insidiously  from  the  Wer- 
nicks's  disorder. 6-7 

The  organic  brain  syndrome  produced  by  cirrho- 
sis and  portalsystemic  shunts  in  another  whole 
range  of  problems  from  hepatic  stupor  and  coma 
to  hepatocerebral  degeneration. 

Diagnosis  of  Chronic 
Organic  Brain  Syndrome 

a)  Deterioration— There  is  a progressive  break- 
down of  intellect,  temperment  and  character. 

b)  Memory— Impairment  of  memory  for  recent 
events  is  particularly  common,  but  a "spotty" 
loss  of  memory  with  or  without  attempts  to 
fill  the  gaps  with  fabrications  may  occur.  The 
skilled  worker  may  be  unable  to  learn  new 
tasks,  and  he  may  have  difficulty  doing 
mechanical  work  that  he  has  previously  done 
for  years. 

c)  Attention— Difficulty  in  arousing,  sustaining, 
and  focusing  attention  (distractibility)  is  fre- 
quently encountered. 

d)  Judgment— There  is  an  inability  to  make 
sound  decisions,  a tendency  to  commit  social 
indiscretions  and  these  patients  may  express 
grandiose  ideas  or  plans. 

e)  Intellect— There  is  progressive  disorganization 
effecting  the  thought  process  often  noticed  as 
incoherence  of  speech,  poverty  of  thought 
content,  stereotyped  repetition  that  may  be 
called  rumination,  and  loss  of  vocabulary. 

f)  Affect— Impairment  of  affect  is  characterized 
by  emotional  lability,  excessive  response  to 
minor  stimuli,  or  these  patients  may  appear 
dull,  shallow  or  unresponsive. 

g)  Personality  changes— Exaggeration  of  previous 
personality  traits,  apathy,  indifference,  or 
active  negativism  (a  reluctance  in  conversation 
or  behavior)  may  occur.  A preoccupation 
with  the  mouth,  anus  or  genitals  is  not 
uncommon  where  the  disintergration  of 
psychological  function  has  been  extensive. 

h)  Disorders  of  voluntary  movement— These  are 
easily  observed  when  the  patient  is  asked  to 
carry  out  a simple  task.  A wide-spread  or 
ataxic  gait  when  not  intoxicated  is  usually 
noticed  by  the  patient  first. 

The  Treatment  Plan 

The  treatment  plan  to  be  presented  here  is  not  a 
total  or  comprehensive  one.  We  offer  it  as  a basic 
outline  to  be  used  in  association  with  good  nursing 
care  designed  to  allay  patient  fears  and  to  reduce 
the  danger  of  medical  and  psychiatric  complica- 
tions. Also,  every  effort  should  be  made  during  the 
detoxification  process  to  motivate  the  patient  to 
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accept  additional  rehabilitative  treatment.  The 
usual  five  to  seven  day  recovery  process  offers  an 
ideal  opportunity  to  break  through  the  mask  of 
denial  and  to  confront  the  alcoholic  with  his  loss 
of  control  over  his  drinking  habits.  The  patient 
must  be  made  aware  of  the  physical  damage  he  is 
inflicting  upon  himself. 

The  treatment  of  the  actute  withdrawal  syn- 
drome is  outlined  as  follows: 

The  first  order  of  medication  given  primarily  to 
reduce  anxiety  and  agitation  is  chlordiazepoxide 
hydrochloride  (Librium)  50  mg.  by  intramuscular 
injection  immediately  after  it  is  determined  that 
the  patient  is  in  withdrawal  and  not  acutely 
intoxicated.  This  is  followed  by  25  mg  by  the  same 
route  every  three  hours  for  two  doses  and  then  25 
mg  orally  every  four  to  six  hours  until  severe 
anxiety  is  reduced. s 

Keep  in  mind  that  intramuscular  adsorption  of 
this  drug  is  often  unpredictable.  Nevertheless,  we 
feel  that  it  offers  the  best  balance  of  safety  and 
control  required  for  the  majority  of  patients  that 
we  see.  When  a higher  level  of  autonomic  and 
psychomotor  overactivity  occurs,  50  to  75  mg 
intraveniously  in  a slow  push  offers  more  rapid 
control  of  symptoms. 

If  the  patient  has  a propensity  for  seizures,  then 
diazepam  (Valium)  10  mg  intramuscularly  fol- 
lowed by  the  same  dosage  three  times  a day  or 
every  four  to  six  hours  until  symptoms  of  with- 
drawal subside  is  appropriate  if  the  blood  pressure 
is  watched  and  the  patient  does  not  have  severely 
impaired  pulmonary  function.  If  the  patient  has  a 
clear  history  of  epilepsy  then  phenobarbital  and/or 
diphenylhydantoin  (Dilantin)  should  be  added. 
Occasionally,  status  epilepticus  occurs  and  a dif- 
ferent treatment  regimen  is  necessary  to  bring  the 
seizures  under  control. 

The  second  order  of  medication  to  be  used  in 
elderly  patients  and  those  with  a poor  nutritional 
status  or  hypotension,  is  hydroxyzine  (Vistaril)  75 
mg.  intramuscularly  every  four  to  six  hours  for 
about  a day  followed  by  oral  administration  of  50 
mg.  three  times  a day  until  symptoms  subside.  In 
confused  patients  and  those  with  toxic  drug 
combinations  with  alcohol  or  in  severe  hepatic 
dysfunction,  the  choice  is  oxazepam  (Serax)  30 
mg.  orally  followed  by  15  mg.  every  four  to  six 
hours  as  necessary  to  control  anxiety  and  agitation. 
Oxazepam  has  the  advantage  of  short  to  inter- 
mediate duration  of  action  and  has  no  active 
metabolites.  Thus,  in  the  presence  of  hepatic 
dysfunction,  cumulative  effects  are  less  likely. 

In  the  presence  of  severe  complications  such  as 
delirium  tremens,  Wernicke's  disease  or  acute 
metabolic  and  electrolytic  disturbances,  it  is  also 


advisable  to  administer  a vitamin  B complex 
preparation.  We  administer  Dextrose  50%  25-cc. 
with  Solu-B-Forte  10-cc.  in  a slow  intravenous 
push.  There  have  been  some  rare  deaths  from 
cardiac  arrests  reported  in  the  literature  during 
intravenous  push  of  vitamin  B preparations. ^ It  is 
always  advisable  to  dilute  the  preparation  or 
administrate  it  in  a piggyback  IV  diluted  in  a 
volume  of  the  fluid  replacement.  We  also  give 
vitamin  Bi  100  mg.  intramuscularly  daily  for  five 
days  and  an  oral  B complex  preparation  such  as 
Albee  with  C twice  daily  for  an  additional  five  days 
to  help  replace  exhausted  vitamin  stores  and  thus 
to  lessen  neurological  complications  caused  by 
nutritional  deficiency.  Unfortunately,  in  severe 
nutritional  neuropathy  you  may  not  achieve  com- 
plete reversal  for  months  in  spite  of  continued 
treatment. 

In  all  cases  of  withdrawal,  magnesium  sulfate 
50%  2-cc.  intramuscularly  daily  for  three  days 
should  be  given  when  there  are  no  contraindica- 
tions. Although  the  debate  goes  on,  hypo- 
magnesemia has  been  consistently  associated  with 
so  called  "rum  fits"  and  tremors. 

We  feel  that  most  withdrawal  syndromes  are 
complicated  by  overhydration  and  consequently 
fluids  are  not  administered  unless  there  is  severe 
vomiting,  diarrhea  or  profuse  perspiration.  As  long 
as  the  patient's  output  is  satisfactory,  more  harm 
than  good  is  likely  to  come  from  the  parenteral 
administration  of  fluids. 

Hypokalemia  is  usually  corrected  without 
problem  by  oral  supplements.  A value  of  3.5  to 
3.2  mEq./L.  is  a reasonable  level  to  begin  treat- 
ment. 

Diphenylhydantoin  (Dilantin)  is  indicated  early 
in  withdrawal,  not  as  an  anticonvulsant,  but  to 
improve  the  active  extrusion  of  sodium  from  brain 
cells  by  stimulation  of  the  metabolic  sodium 
"pump."  Although  this  mechanism  is  not  fully 
understood,  it  is  also  theorized  that  diphenylhy- 
dantoin tends  to  correct  certain  transcellular  elec- 
trical gradients  and  to  stabilize,  thereby,  brain  stem 
centers  against  hyperexcitability. i ° We  give  100 
mg.  orally  three  times  a day  for  five  days. 

In  the  treatment  of  the  psychotic  response 
pattern,  the  first  drug  of  choice  is  haloperidol 
(Haldol)  10  mg  intramuscularly  which  may  be 
repeated  after  two  hours.  You  should  not  exceed 
30  mg.  in  this  time  interval.  Continued  treatment 
with  the  liquid  concentrate  may  be  used  in  5 mg. 
doses  three  times  a day.  If  extra-pyramidal  prob- 
lems develop,  then  Benadryl  50  mg.  given  very 
slowly  intravenously  or  given  intramuscularly  will 
reverse  the  condition.  We  have  recently  found  that 
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haloperidol  intravenously  in  small  amounts  affords 
rapid  control  of  more  sever  psychotic  behavior. 

The  second  drug  of  choice  is  chlorpromazine 
(thorazine)  liquid  in  doses  of  50  to  75  mg.  three 
times  a day.  The  injectable  form  is  not  advisable 
because  of  the  greater  possibility  of  sever  hypoten- 
sion. It  is  also  possible  to  use  thioridazine  (Mellaril) 
in  50  to  75  mg.  doses  three  times  a day  for  a short 
period  when  an  element  of  depression  accompanies 
the  psychotic  response  pattern.  Of  course,  both  of 
these  drugs  are  more  likely  to  lower  the  seizure 
threshold. 

When  the  depressive  response  pattern  is  diag- 
nosed as  secondary  to  alcohol,  then  appropriate 
treatment  of  the  withdrawal  syndrome  as  previous- 
ly mentionsed  should  suffice.  The  depression  will 
gradually  life  as  the  cycle  is  broken.  They  key  to 
success  here  is  time.  If  the  detoxification  process 
does  not  last  long  enough,  there  is  a strong 
likelihood  that  the  drinking  and  depression  cycle 
will  be  reestablished.  A careful  discharge  evaluation 
will  help  prevent  a quick  relapse. 

When  the  diagnosis  of  primary  depression  is 
clear,  the  first  choice  of  medication  is  doxepin 


(Sinequan)  75  mg.  at  bedtime  and  50  mg  in  the 
morning.  Of  course,  the  withdrawal  syndrome 
should  be  treated  first  and  the  depression  may  be 
treated  as  early  as  the  second  day.  The  second  drug 
of  choice  is  amitriplyline  (Elavil)  75  mg.  at 
bedtime  and  50  mg  in  the  morning  while  the 
patient  is  hospitalized. 

Treatment  of  organic  brain  syndrome  must  be 
directed  at  the  specific  underlying  cause.  In  the 
acutely  intoxicated  patient,  this  usually  means 
correction  of  a toxic  metabolic  condition.  In  the 
chronic  organic  brain  syndrome  patient,  this  usual- 
ly means  correction  of  a nutritional  problem. 
Hydroxyzine  (Vistaril)  is  a safe  drug  to  use  for 
uncomplicated  withdrawal  in  an  organic  patient  or 
patient  with  severe  nutritional  deficiency.  The  B 
vitamins  are  the  primary  treatment  in  alochol 
induced  diseases  of  the  nervous  system. 

Alcohol  not  only  displaces  food  in  the  diet  and 
impairs  gastrointestinal  absorption  of  vitamins,  but 
it  also  increases  the  demand  for  B vitamins.  When 
the  possibility  of  Wernicke's  disease  is  present,  our 
approach  is  parenteral  vitamin  B complex  as 
previously  mentioned.  The  danger  of  worsening  the 
athiaminotic  state  with  parenteral  glucose  alone 
should  always  be  kept  in  mind.  Since  Wernicke's 
disease,  Korsakoff's  psychosis,  alcoholic  cerebellar 
degeneration  and  polyneuropathy  are  all  very 
similar  in  etiology,  the  treatment  with  B vitamins  is 
appropriate  for  all.^  Also,  many  of  the  alcoholic 
diseases  of  uncertain  etiology  are  probably  nutri- 
tional in  origin  and  respond  to  alcohol  abstinence, 
good  nutrition,  and  vitamin  supplements.  □ 
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COMMITTEE  OF  PUBLIC  HEALTH 


The  State  Committee  of  Public  Health  took  the  following 
actions  at  its  meeting  on  August  16,  1978: 

• Confirmed  the  election  of  Robert  J.  Henderson,  M.D., 
Marshall  and  Jackson  County  Health  Officer,  effective 
September  1 , 1 978. 

• Recognized  a Canadian  physician,  Garry  S.  Humphreys, 
M.D.,  as  Assistant  Epidemiologist,  for  one  year. 

• Approved  a policy  change  discontinuing  testing  for 
rubella  baseline  titers  except  for  those  patients  treated  in 
the  county  health  departments  effective  Sept.  1. 

• Was  advised  that  money  for  completion  of  the  Jefferson 
County  Laboratory  was  provided  by  a recent  Session  of  the 
Legislature  in  a bond  issue  to  the  University  of  Birming- 
ham. 

• A Hazardous  Waste  Management  Act  was  passed  in  the 
Special  Session  of  the  Legislature  and  became  Act  No.  129 
approved  Aug.  9,  1978. 

• Approved  initial  issuance  of  Assurance  of  need  for  14 
projects. 

• Received  a report  from  attorneys  regarding  plaintiff's 
motion  to  reconsider  and  set  aside  order  for  summary 
judgment  in  the  U.S.  District  Court  Case,  Birmingham  News 
Company  vs.  Dr.  William  Roper,  et.  al. 

• Was  advised  of  the  denial  of  a permit  for  Serico,  Inc., 
Mississippi,  for  a radioactive  material  license  in  Alabama. 

• Was  advised  of  the  appointment  of  Dr.  Roy  R.  Kracke, 
Jr.,  by  the  Alabama  Dental  Association  to  the  Council  on 
Dental  Health  of  the  State  Committee  of  Public  Health, 
succeeding  Dr.  Roy  G.  Davidson,  Jr.,  for  a five-year  term 
beginning  Jan.  25,  1979. 

• Received  the  1977  Annual  Report  of  Alabama's  T.B. 
Program  and  was  advised  regarding  progress  in  the  treat- 
ment for  this  disease. 

• Was  advised  that  proposals  to  restrict  aid  for  unborn 
dependent  children  would  be  continued  without  interrup- 
tion. 

• Received  notice  of  an  Attorney  General's  Opinion  of 
Aug.  2,  1978,  stating  that  in  spite  of  the  adoption  of  Act 
No.  659,  Regular  Session  1978,  the  State  Health  Depart- 
ment still  maintains  final  supervisory  authority  over  de- 
cisions of  the  Jefferson  County  Health  Department  relating 
to  sewage  disposal  and  septic  tanks. 

• Was  advised  that  a new  case  of  hypothyroidism  in 
infants  has  been  identified  and  took  note  of  the  fact  that 
18,000  infants  have  been  screened  for  hypothyroidism. 

• Was  advised  of  a telegraph  notification  from  the  Center 
for  Disease  Control  of  HEW  of  a new  rabies  vaccine  to  be 
used  in  clinical  trials  that  has  been  developed  from  Human 
Diploid  Cell  Strain  (WRV)  that  is  expected  to  offer  a more 
adequate  antibody  response  than  duck  embryo  vaccine 
(DEV). 

• Was  advised  of  notification  from  the  Center  for  Disease 
Control,  HEW,  of  the  composition  of  influenza  for 
1978-79,  which  will  include  antigens  of  three  strains  and 
recommends  a dosage  schedule  for  adults  over  26  years  of 
age  and  a separate  youth  vaccine  for  ages  13-25,  and 
another  formulation  for  individuals  under  age  13,  which  is 
expected  to  be  available  in  about  one  month.  □ 
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Brief  Siimniar>  of  Prescribina  Information 
Combined  TEGOPEN^  (cloxacillin  scxiiumi 
Capsutes  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular  ilZiTEGOPENV  11  73 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin  sixlium  is  in  the  treatment  of  infections  due  to 
penicillinase-producinH  staphyltK-ix-ci.  it  may  be  used  to 
initiate  therapy  m such  patients  in  whom  a staphylix'occal 
infection  is  suspected  (See  Important  .Note  below,  i 

BactenoloKic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  stxfium  should  be 
performed 

Important  Note:  When  it  is  ]ud«ed  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
lake  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumvx'vx'ci.  Group  A beta-hemolylic  streptocix'ci.  and 
penicillin  G-resislant  and  penicillin  G-sensitive  slaphy- 
loccx-ci.  If  the  bactenolouy  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistam  staphykxxxcus  sensitive  to  cloxacillin  svxfium. 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  svxfium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphyloccxcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resrstant  penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known 

Cloxacillin  scxiium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  pemcillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  m 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance  with  cephalosporin  denvatives  also  occurs 
frequently!.  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  climcal  resis- 
tance to  all.  in  spite  of  the  fact  that  minor  vanations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  pemcillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid  I reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penictllin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin. careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  cxicurs.  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  orgamsms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  penodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SCOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patients  for  whom  preiherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg./Kg./day  in  equally  divided  doses  q.bh. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules  — 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg. /5  ml.  in  KXf  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 

TEGOreN 

(cloxadllin  sodium) 

“THE  PENICILLIN  OF  TODAY” 

■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.t 

■j'NOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  Is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  signiBcance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.it 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 

Please  see  brief  summary 
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HOW  IS  YOUR  STAFF  PERFORMING? 


In  most  medical  offices  the  answer  to 
the  above  question  is  not  really  known 
by  either  you  or  your  employees. 

You  know  the  office  is  operating 
relatively  well  but  unless  you  have 
established  a system  of  performance 
evaluation  you  can't  be  sure  that  each 
staff  person  is  doing  his  or  her  job 
effectively  and  carrying  a fair  share  of 
the  work  load. 

Your  employees  assume  they  are 
doing  a good  job  — if  nothing  is  said  to 
the  contrary  — but  without  work 
standards  or  performance  reviews  they 
really  don't  know.  At  a recent  super- 
visory workshop  of  medical  office 
assistants  a show  of  hands  indicated 
only  about  10%  of  the  medical  offices 
represented  had  written  performance 
appraisals.  The  majority  either  did  no 
job  reviews  or  only  offered  occasional 
verbal  suggestions. 

Following  are  some  suggestions  in 
regard  to  performance  appraisal. 

First,  the  performance  review  and 
the  salary  review  should  not  be  done 
at  the  same  time.  A salary  review  is 
generally  done  at  the  end  of  the  year 


or  on  the  employee's  anniversary  date. 
If  you  attempt  to  run  the  two  to- 
gether, all  of  the  time  you  are  dis- 
cussing "performance"  the  employee 
will  be  thinking,  "Flow  much  am  I 
going  to  get." 

If  you  use  a printed  appraisal  form 
the  employee  should  be  given  a copy 
in  advance  so  that  he  or  she  will  be 
familiar  with  the  areas  to  be  covered. 
The  review  should  not  be  a surprise  to 
the  staff  member.  A basic  purpose  of 
the  appraisal  is  to  help  the  employee 
improve  his  or  her  skills  and  a good 
review  session  requires  input  from  the 
employee.  Staff  should  be  told  at  the 
time  of  hiring  than  an  annual  perform- 
ance appraisal  is  SOP  (standard  operat- 
ing procedure)  and  that  it  offers  the 
employee  an  opportunity  to  review 
and  improve  his  or  her  job  skills. 

How  often  do  you  do  a perform- 
ance appraisal?  Many  organizations 
have  an  annual  review  program  with 
the  employee's  review  session  sched- 
uled about  two  months  before  the 
anniversary  date.  The  performance  ap- 


praisal does  not  eliminate  the  need  for 
evaluating  and  coaching  your  em- 
ployee in  an  informal  manner,  for 
instance: 

"Sue,  your  typing  is  improving  — a 
lot  less  typing  errors.  I also  noticed  the 
insurance  forms  are  going  out  faster. 
Great  job." 

The  interview  should  be  held  at  a 
time  and  place  where  the  discussion 
can  be  confidential  and  free  from 
outside  interruptions.  A good  time  is 
before  office  hours  when  both  of  you 
are  fresh.  Tell  the  employee  at  least 
two  weeks  in  advance  of  the  date  to 
give  both  of  you  time  to  prepare. 

Go  over  each  item  on  the  appraisal 
form  with  the  employee  and  ask  for 
comments.  Start  with  the  positives  — 
the  things  on  which  you  can  compli- 
ment the  employee.  When  reviewing 
the  negatives  let  the  employee  analyze 
and  discuss  the  deficiencies.  Find  out 
what  plans  he  or  she  has  for  improve- 
ment. 

If  these  are  acceptable,  help  formu- 
late them  to  fit  with  the  office  pro- 
cedure. Reduce  the  plan  to  small, 
achievable  steps  and  set  a completion 
date  for  each  step. 

Close  the  discussion  with  a compli- 
ment. If  you  can't  compliment  the 
employee  on  anything,  you  should  be 
looking  for  a new  employee. 

Where  can  you  get  samples  of  job 
appraisal  forms?  Your  local  library  will 
have  publications  on  personnel  ad- 
ministration that  have  sample  forms 
with  an  explanation  on  their  use. 
There  is  a good  form  in  Personnel 
Administration  Handbook  For  Medical 
Group  Practice,  1977,  published  by 
Medical  Group  Management  Associa- 
tion, 4101  East  Louisiana  Ave.,  Den- 
ver, Colorado,  80222. 

You  will  find  that  a performance 
appraisal  program  gives  you  and  your 
employees  an  opportunity  to  set  goals 
for  continued  improvement,  achieve- 
ment and  growth.  And  that's  what  it  is 
all  about!  □ 
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- jt  isn’t  just  for  simple 
inflammation" 

“ it  isn’t  just  for  simple  ^ 
cutaneous  candidiasis* 

- it  isn’t  just  for  simple 
bacterial  infection* 

but  how  often 
is  life  so  simple? 

there’s  nothing  quite  like 

Mycolog'cREAM 

Nystatin-  Neomycin  Suifate  - Gramicidin- 
Triamcinoione  Acetonide  Cream 
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Mycolog  Cream  (Nystatin  — Neomycin  Sulfate  — Gramicidin  — Triam- 
cinolone Acetonide  Cream)  provides  100,000  units  nystatin,  neomycin 
sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
1 mg.  triamcinolone  acetonide  (0.1%)  per  gram  in  an  aqueous  per- 
fumed vanishing  cream  base. 

INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na- 
tional Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
and/or  bacterial  infection:  atopic,  eczematoid,  stasis,  nummular, 
contact,  or  seborrheic  dermatitis,  neurodermatitis,  and  dermatitis 
venenata;  infantile  eczema;  lichen  simplex  chronicus;  and  pruritus 
ani  and  pruritus  vulvae. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

CONTRAINDICATIONS:  Viral  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS;  Bee  ause  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
tensive burns,  trophic  ulceration,  and  other  conditions  where  absorp- 
tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  established; 
therefore,  do  not  use  extensively  on  pregnant  patients,  in  large 
amounts,  or  for  prolonged  periods. 

PRECAUTIONS:  Watch  constantly  for  overgrowth  of  nonsusceptible 
organisms  (including  fungi  other  than  Candida).  Should  superinfec- 
tion due  to  nonsusceptible  organisms  occur,  administer  suitable 
concomitant  antimicrobial  therapy;  if  favorable  response  is  not  prompt, 
discontinue  the  preparation  until  adequate  control  by  other  anti- 
infectives  is  effected.  If  extensive  areas  are  treated  or  if  the  occlusive 
technique  is  used,  the  possibility  exists  of  increased  systemic  absorp- 
tion of  the  corticosteroid;  suitable  precautions  should  be  taken.  If 
irritation  develops,  discontinue  the  product  and  institute  appropriate 
therapy. 

ADVERSE  REACTIONS:  Sensitivity  reactions  to  topical  use  of  gramicidin 
are  rare.  Hypersensitivity  to  nystatin  is  extremely  uncommon.  Hyper- 
sensitivity to  neomycin  has  been  reported  and  articles  in  the  current 
medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  burn- 
ing sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  infec- 
tion, skin  atrophy,  striae,  miliaria,  hypertrichosis,  acneform  eruptions, 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivity  to  a 
particular  dressing  material  or  adhesive  may  occur  occasionally.  Oto- 
toxicity and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  is  also  avail- 
able in  jars  of  1 20  g.  (4  oz.)  for  hospital  or  institutional  use  only. 

® 1 977  E e Squibb  & Sons.  Inc  317.510 

The  Priceless  Ingredient  of  every  product 
I DD  IS  the  honor  and  integrity  of  its  maker 


EMERGENCY 
MEDICAL  SERVICES 
IN  ALABAMA; 

AN  OVERVIEW 
BY  ALAN  R.  DIMICK,  M.D. 


Presented  at  the 
Annual  Meeting  of  the 
Medical  Association 
of  the  State  of  Alabama 
in  Huntsville,  on 
April  21,  1978 


This  will  be  a review  of  the  historical 
development  of  emergency  medical 
services  and,  in  particular,  prehospital 
emergency  care  in  Alabama.  Obviously 
this  will  have  a personal  bias.  I have 
been  involved  in  the  improvement  of 
emergency  medical  services  in  Ala- 
bama since  1 965. 

I finished  my  surgical  residency 
under  Dr.  Champ  Lyons  at  University 
Hospital  in  Birmingham  and  joined  the 
surgical  faculty  at  the  University  of 
Alabama  School  of  Medicine  in  1963. 
Because  of  my  interest  in  the  surgery 
of  traumatic  injuries.  Dr.  Lyons 
charged  me  to  improve  the  Hillman 
Emergency  Room.  I was  also  given  the 
assignment  of  improving  care  for  se- 
verely burned  patients  admitted  to 
University  Hospital,  and  subsequently 
developed  the  burn  service  at  Uni- 
versity Hospital,  of  which  I am  cur- 
rently Director. 

While  attempting  to  improve  the 
Hillman  Emergency  Room,  it  became 
obvious  that  improvements  were  need- 
ed in  the  care  rendered  to  patients  by 
ambulance  personnel.  Many  patients 
received  little  or  no  emergency  care 
prior  to  their  arrival  in  the  emergency 
room. 


My  interest  in  prehospital  emergen- 
cy care  was  further  increased  by  sev- 
eral events  in  1967.  One  of  my  burn 
patients  received  care  from  ambulance 
attendants  which  adversely  affected 
his  condition.  The  other  event  was  an 
accident  involving  multiple  victims  at  a 
local  industry.  The  difficulties  ex- 
perienced in  handling  these  casualties 
brought  acutely  into  focus  the  need 
for  improvements  in  prehospital  emer- 
gency care.  As  a result  of  this  crisis  the 
Birmingham  EMS  Committee  was  es- 
tablished by  a resolution  of  the  City 
Council  in  October  1967  to  advise  the 
Council  regarding  planning  for  day-to- 
day  medical  emergencies  as  well  as 
disasters  involving  multiple  casualties. 

This  Committee  has  representatives 
from  police,  fire,  civil  defense.  Red 
Cross,  Jefferson  County  Medical  Socie- 
ty, emergency  department  nurses,  hos- 
pital administrators,  Birmingham  Bar 
Association,  Birmingham  Board  of  Ed- 
ucation, and  the  city  clerk.  I was 
elected  Chairman  in  1967  and  have 
continued  in  this  capacity  until  the 
present. 

The  Birmingham  EMS  Committee 
meets  monthly,  usually  at  one  of  the 
local  hospitals,  which  provides  a free 
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lunch  to  the  Committee  as  part  of 
their  civic  duty  to  improve  EMS  in  the 
community.  Thereby  an  excellent  rap- 
port has  been  developed  between 
physicians,  nurses,  hospital  administra- 
tors, EMTs,  paramedics,  police  and  fire 
services.  The  Committee  exemplifies 
the  concept  that  EMS  is  a joint  respon- 
sibility of  local  government  and  the 
medical  community.  As  a result  of  this 
cooperative  spirit  the  Committee  has 
accomplished  many  major  projects, 
and  I will  review  several  of  these: 

• Revision  of  the  city  ambulance 
ordinance  and  city  ambulance  contract 
— The  City  of  Birmingham  has  con- 
tracted for  private  ambulance  service 
since  1954  on  an  annual  basis. 
Through  the  efforts  of  the  EMS  Com- 
mittee the  city  ambulance  ordinance 
and  the  city  ambulance  contract  speci- 
fying equipment  on  ambulances  and 
training  of  ambulance  personnel  has 
been  revised  several  times  to  meet 
current  medical  standards. 

• Birmingham  Hospital  Radio  Net- 
work — In  1970  six  Birmingham  hos- 
pitals saw  the  need  for  vital  radio 
communication  among  hospitals  in  our 
area,  and  also  between  ambulances  and 
hospitals.  They  applied  for  a federal 
grant  to  buy  these  radios,  but  were 
unsuccessful.  The  six  hospitals  pro- 
ceeded to  purchase  these  radios  with 
their  own  money,  thereby  greatly  im- 
proving communications  between  am- 
bulances and  hospitals. 

• County-Wide  Disaster  Drills  — 
These  have  beeen  performed  twice  a 
year  for  the  past  seven  years.  All 
hospitals  in  the  area,  physicians,  nur- 
ses, police  and  fire  services,  civil  de- 
fense, Red  Cross  and  many  other 
agencies  are  involved  in  these  drills.  In 
the  Spring  of  the  year  the  drill  is 
usually  announced  and  scheduled, 
while  in  the  Fall  it  is  usually  a surprise, 
unannounced  drill.  These  drills  have 
been  very  beneficial  for  our  communi- 
ty, because  in  real  disasters  with  mul- 
tiple casualties  there  has  been  excel- 
lent coordination  of  all  agencies  in- 
volved. Transportation  of  casualties  by 
ambulance  services  has  been  coordi- 
nated by  the  radio  command  post  at 
the  University  Hospital  Emergency  De- 
partment, and  no  hospital  has  been 


overloaded  with  patients.  These  dis- 
asters have  included  tornadoes  and 
train  wrecks. 

• Development  of  a Disaster  Plan 
For  The  Birmingham  Airport  — One 
day  after  being  made  aware  there  was 
no  disaster  plan  for  the  Birmingham 
Airport,  the  Birmingham  EMS  Com- 
mittee developed  a plan  for  an  airport 
crash  at  the  Birmingham  Airport.  Such 
planning  in  a short  period  of  time  was 
obviously  facilitated  by  the  excellent 
rapport  existing  among  the  members 
of  the  EMS  Committee. 

• With  the  assistance  of  the  Ala- 
bama Regional  Medical  Program,  mem- 
bers of  the  Birmingham  EMS  Commit- 
tee presented  programs  in  various 
cities  throughout  the  State  to  show 
how  emergency  medical  care  and 
emergency  medical  services  could  be 
improved  by  the  development  of  an 
EMS  Committee  in  the  local  area. 
Such  "road  shows"  were  held  in  Mont- 
gomery, Mobile,  Dothan,  Anniston 
and  Gadsden.  Experience  subsequently 
has  shown  these  road  shows  were 
successful  in  stimulating  the  develop- 
ment of  improved  EMS  in  these  areas. 

• Alabama  Act  1590:  Because  of 
the  early  problems  experienced  in  the 
improvement  of  ambulance  services, 
the  Birmingham  EMS  Committee  was 
one  of  the  primary  sponsors  of  Act 
1590,  which  was  passed  by  the  Ala- 
bama Legislature  in  1971.  This  historic 
milestone  did  essentially  two  things. 
First,  the  State  Board  of  Health  was 
designated  as  the  state  agency  respon- 
sible for  licensure  of  ambulance  serv- 
ices. Second  was  the  establishment  of 
a State  Emergency  Medical  Services 
Advisory  Board  to  assist  in  the  pro- 
mulgation of  Rules,  Regulations  and 
Standards  concerning  ambulance  serv- 
ice. The  State  EMS  Advisory  Board 
consists  of  representatives  of  10  organ- 
izations; (1)  Alabama  Committee  on 
Trauma,  American  College  of  Sur- 
geons; (2)  Medical  Association  of  the 
State  of  Alabama;  (3)  Alabama  Am- 
bulance Association;  (4)  Alabama  As- 
sociation of  Rescue  Squads;  (5)  Ala- 
bama Hospital  Association;  Alabama 
Department  of  Public  Safety;  (6)  Ala- 
bama Funeral  Directors  Association; 
(7)  State  Health  Officer;  (8)  Com- 


munications Engineer  of  the  State 
Highway  Department;  (9)  Alabama  Of- 
fice of  the  Highway  and  Traffic  Safe- 
ty; and  (10)  Director  State  Depart- 
ment of  Public  Safety. 

11th  Hour  Passage 

This  Act  was  typical  of  most  legisla- 
tion in  our  State,  being  passed  in  the 
very  last  hour  of  the  1971  legislative 
session.  A significant  exemption  to  the 
Act  makes  members  of  the  Alabama 
Association  of  Rescue  Squad  exempt 
from  the  Act.  This  exemption  con- 
tinues to  be  a problem  in  certain  areas 
of  our  State,  because  AARS  squads  do 
not  have  to  meet  State  standards 
regarding  ambulance  service. 

In  March  1972,  at  the  first  meeting 
of  the  State  EMS  Advisory  Board  I 
was  elected  Chairman,  and  have  been 
elected  Chairman  each  year  since 
1972.  During  1972  the  Board  pro- 
posed Rules,  Regulations  and  Stand- 
ards under  Act  1590,  which  were 
reviewed  and  approved  by  the  State 
Committee  on  Public  Health. 

A public  hearing  on  the  proposed 
Rules,  Regulations  and  Standards  was 
held  on  Oct.  24,  1972,  with  some  very 
interesting  testimony.  In  a room  filled 
with  tension,  one  ambulance  company 
owner  testified  against  the  proposed 
Rules,  Regulations  and  Standards  say- 
ing "I  know  I am  saving  more  people 
than  I am  killing."  Others  claimed 
they  were  too  strict  and  cost  too 
much.  Dr.  John  Chenault,  co-chairman 
of  the  public  hearing  with  me,  stressed 
"reasonableness"  in  the  enforcement 
of  the  Act.  He  stated  no  one  was  going 
to  be  put  out  of  business  if  they  were 
trying  to  comply  with  the  Act. 

The  original  Rules,  Regulations  and 
Standards  were  approved  and  took 
effect  on  Nov.  24,  1972.  They  speci- 
fied four  different  types  of  ambulance 
vehicles,  and  a licensure  and  training 
program  of  basic  emergency  medical 
technicians  were  defined.  The  81  hour 
U.S.  Department  of  Transportation 
Basic  EMT  course  was  designated  as  a 
standard  for  Basic  EMTs  in  the  State. 
A radio  was  required  in  each  am- 
bulance if  the  hospital  it  served  had  a 
radio,  because  in  1972  not  all  hospitals 
had  radios. 
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Director  Clay  H,  Dean 

During  1972  the  State  Board  of 
Health  designated  the  State  Health 
Department  as  the  central  focus  for 
emergency  medical  services  in  Ala- 
bama including  the  Enforcement  Act 
1590.  The  State  Health  Department 
created  an  EMS  Division  and  Clay  H. 
Dean  was  designated  as  Director.  Staff 
was  hired  to  implement  the  licensure 
program  for  ambulances  and  EMTs, 
which  requires  inspectors  who  literally 
get  in  every  ambulance  throughout  the 
State  and  test  the  equipment  to  make 
sure  it  performs  properly.  Also  the 
State  EMS  Division  staff  accredits  all 
EMT  training  programs  throughout  the 
State  to  be  sure  students  in  these 
programs  can  be  licensed  by  the  State 
Health  Department  after  graduation. 

In  1973,  to  facilitate  emergency 
medical  technician  training,  the  Ala- 
bama Regional  Medical  Program  pro- 
vided a grant  to  the  State  Department 
of  Public  Health  for  Basic  EMT  train- 
ing. This  was  accomplished  in  40 
training  sites  scattered  throughout  the 
State  — primarily  hospitals,  but  also 
some  junior  colleges  and  technical 
schools.  This  initial  stimulus  has  re- 
sulted in  EMT  training  currently  in  at 
least  27  sites  throughout  the  State. 
They  are  funded  primarily  through  the 
educational  institutions  which  have 
liaison  with  hospitals  to  provide  the 
clinical  aspects  of  EMT  Training. 

• The  EMS  Demonstration  Project 
— This  was  a joint  effort  between 
Birmingham  and  the  over  the  moun- 
tain communities  of  Homewood,  Ves- 
tavia  Hills,  and  Hoover.  These  cities 
had  never  before  worked  with  Bir- 
mingham, because  they  had  been  em- 
broiled in  consolidation/annexation 
fights.  Through  the  efforts  of  the 
Birmingham  EMS  Committee  and  the 
over-the-mountain  EMS  Committees, 
with  facilitation  from  the  Alabama 
Regional  Medical  Program  and  many 
others,  a grant  application  to  DHEW 
was  made.  This  application  was  for  the 
provision  of  advanced  life  support 
activities  through  paramedics  provid- 
ing emergency  medical  care  outside 
the  hospital  under  the  radio  direction 
of  a physician.  The  grant  application 
requested  $3.6  million  for  three  years 


to  initially  involve  the  four  cities,  and 
in  three  years  to  expand  to  the  entire 
six  counties  in  our  region. 

The  DHEW  application  was  unsuc- 
cessful, but  we  received  an  award  from 
the  Alabama  Regional  Medical  Pro- 
gram for  $300,000  for  one  year  to 
cover  the  cities  of  Birmingham,  Home- 
wood,  Vestavia  Hills,  and  Hoover.  I 
was  named  Project  Director  and  with 
the  help  of  my  assistant.  Miss  Ida 
Martha  Reed,  contracts  were  de- 
veloped between  UAB  and  the  three 
cities  — Homewood,  Birmingham  and 
Vestavia  Hills  — to  provide  advanced 
life  support  paramedic  services  in  their 
fire  department. 

We  decided  this  initial  paramedic 
training  should  be  accomplished  with 
fire  department  personnel  rather  than 
with  private  ambulance  service  person- 
nel because  of  the  higher  personnel 
turnover  rate  existing  in  private  am- 
bulance services.  This  training  was 
accomplished  within  the  UAB  Medical 
Center  from  May  to  September,  1973. 

The  EMS  Demonstration  Project 
activities  were  guided  by  an  Advisory 
Board  composed  of  physicians,  nurses, 
hospital  administrators,  ambulance 
services,  fire  and  police  departments, 
elected  officials,  consumers,  and  UAB 
representatives.  It  is  interesting  that 
UAB's  involvement  as  a grantee  from 
this  project  was  so  minimal  the  majori- 
ty of  the  public  in  the  Birmingham 
area  did  not  know  UAB  had  been 
involved. 

In  October  1973  a paramedic  unit 
(medical/rescue  vehicle)  was  estab- 
lished as  a result  of  the  EMS  Demon- 
stration Project  in  the  fire  departments 
of  Birmingham,  Homewood  and  Ves- 
tavia Hills.  The  Vestavia  Hills  unit  also 
served  Hoover  via  contract  between 
the  two  cities.  Paramedics  were  able  to 
perform  their  lifesaving  activities,  e.g., 
endotracheal  intubation,  cardiac  de- 
fibrillation, start  I.V.  fluids  and  give 
drugs  by  a special  temporary  approval 
from  the  State  Committee  of  Public 
Health. 

Two  More  Units 

By  1974,  one  year  later,  the  City  of 
Birmingham  had  put  two  additional 
paramedic  units  into  service.  Two 


years  later  Birmingham  added  three 
more  paramedic  units,  giving  a total  of 
six  units  currently  operating  in  the 
Birmingham  Fire  and  Rescue  Service 
Department.  As  you  can  tell,  the  name 
of  the  Fire  Department  was  changed 
to  accommodate  a new  activity  within 
the  departments. 

From  the  excellent  results  with  the 
EMS  Demonstration  Project  in  the 
Birmingham  area  in  1973  and  1974, 
which  were  comparable  with  the  re- 
sults in  many  other  areas  throughout 
the  Nation  providing  advanced  life 
support  paramedic  services,  the  State 
Emergency  Medical  Services  Advisory 
Board  proposed  changes  in  the  Rules, 
Regulations,  and  Standards  under  Act 
1590  for  the  training  and  licensure  of 
two  additional  advanced  levels  of 
EMTs:  EMT-Intermediate  and  EMT- 
Paramedic. 

These  changes  were  approved  by  the 
State  Committee  on  Public  Health  and 
became  effective  on  Dec.  20,  1974. 
The  State  Board  of  Health  stipulated 
initially  that  EMT  Paramedic  training 
could  only  be  accomplished  in  a medi- 
cal school  environment  to  allow  the 
students  to  gain  as  broad  a spectrum 
of  clinical  experience  as  possible.  Thus 
the  areas  designated  for  paramedic 
training  were;  University  of  Alabama 
in  Birmingham,  University  of  Alabama 
in  Huntsville,  The  University  of  Ala- 
bama in  Tuscaloosa,  and  The  Universi- 
ty of  South  Alabama  in  Mobile.  Sub- 
sequent paramedic  training  sites  have 
been  approved  by  the  State  Commit- 
tee on  Public  Health  at  the  George  C. 
Wallace  Junior  College  in  Dothan,  and 
provisionally  at  Gadsden  State  Junior 
College  in  Gadsden.  This  has  provided 
paramedic  training  sites  in  each  of  the 
six  EMS  regions  throughout  the  State. 

The  MAST  Program 

In  1974  Governor  Wallace  provided 
$250,000  of  revenue  sharing  funds  to 
the  State  Department  of  Public  Health 
to  assist  in  the  development  of  the 
MAST  program  in  our  State.  MAST 
stands  for  Military  Assistance  to  Safe- 
ty and  Traffic,  and  is  a joint  effort  of 
the  U.S.  Department  of  HEW,  U.S. 
Department  of  Transportation  and  the 
U.S.  Department  of  Defense.  The 
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MAST  sites  serving  Alabama  are  Fort 
Rucker  near  Dothan,  and  Fort  Ban- 
ning near  Columbus,  Georgia.  This 
helicopter  service  has  a 100  mile  range 
and  provides  primary  and  secondary 
transportation  for  all  types  of  patients 
with  medical  emergencies.  Greater 
than  50%  of  all  transfers  have  been 
critically  ill  newborn  infants.  A MAST 
Advisory  Committee  composed  of 
both  civilian  and  military  representa- 
tives guide  the  activities  of  the  MAST 
program. 

Helicopters  from  Fort  Rucker  and 
Fort  Benning  cover  most  of  the  South- 
eastern portions  of  our  State,  and  will 
fly  patients  into  Mobile  and  Birming- 
ham, even  though  they  are  beyond 
their  100  mile  range,  because  of  the 
medical  resources  available  there. 

This  money  was  utilized  to  buy 
radios  for  these  army  helicopters  so 
they  could  communicate  with  local 
public  safety  officials  to  coordinate 
landing  of  the  helicopters,  and  also  to 
communicate  with  the  hospitals.  Four 
transport  isolettes  for  critically  ill  new- 
borns were  purchased  for  use  in  the 
helicopters.  The  rest  of  the  funds  was 
used  to  buy  radios  for  the  remaining 
hospitals  in  the  State  who  already  did 
not  have  radios  in  their  emergency 
departments,  so  they  could  communi- 
cate with  the  helicopters  and  ambu- 
lances regarding  incoming  patients. 

More  Paramedic  Training 

Funding  of  Paramedic  Training  Pro- 
grams Throughout  the  State— \r\  1976 
Governor  Wallace  included  money  for 
paramedic  training  in  the  State  Educa- 
tion Budget.  This  subsequently  was 
approved  by  the  State  Legislature  as 
part  of  the  State  Education  Budget. 
This  funding  goes  directly  to  the  six 
paramedic  training  sites  approved  by 
the  State  Board  of  Health. 

/.  V.  Fluids  and  Drug  Supply/Resup- 
ply for  Intermediate  EMTs  and  EMT 
Paramedics— On  the  basis  of  a pilot 
program  between  University  Hospital 
in  Birmingham,  State  Board  of  Phar- 
macy and  10  fire  department  para- 
medic services  in  the  Birmingham  area 
during  1975  and  1976  a mechanism  of 
providing  intravenous  fluids  and  drugs 
for  EMT-Intermediates  and  EMT-Para- 
medics  was  developed.  From  the  two 


years  of  experience  with  this  pilot 
program,  additions  to  the  Rules,  Regu- 
lations, and  Standards  under  Act  1590 
were  proposed  and  subsequently  ap- 
proved by  the  State  Committee  on 
Public  Health  in  December  1976.  To 
provide  the  quality  control  for  the  use 
of  drugs  and  I.V.  fluids  outside  the 
hospital,  a paramedic  service  must 
receive  his  I.V.  fluids  outside  the 
hospital,  a paramedic  service  must 
receive  his  I.V.  fluids  and  drugs  from  a 
hospital  pharmacy.  Also  only  one  hos- 
pital pharmacy  can  service  a paramedic 
service. 

As  a result  of  this  change  in  the 
Rules,  Regulations  and  Standards,  we 
now  have  a standard  drug  list  of  15 
drugs  and  three  types  of  I.V.  fluids  in 
a standardized  dosage  format  to  be 
used  by  all  paramedics  throughout  the 
State.  The  relationship  between  pre- 
hospital emergency  care  services  and 
hospitals  is  further  strengthened  by 
this  linkage. 

The  whole  State  EMS  plan  has  been 
designed,  approved,  and  implemented 
with  the  complete  involvement  of  the 
State  Board  of  Health  (Medical  Associ- 
ation of  the  State  of  Alabama).  There- 
fore, the  entire  EMS  program  has  been 
monitored  by  the  physicians  of  our 
State,  and  I believe  this  has  been  one 
of  the  key  elements  in  our  success. 

Popular  Services 

The  people  in  Alabama  who  now 
have  paramedic  services  are  very  ap- 
preciative of  these  services  and  will  not 
allow  them  to  stop.  This  was  seen 
several  years  ago  when  the  Mayor  of 
Montgomery  tried  to  stop  the  para- 
medic service  in  the  Montgomery  Fire 
Department.  The  citizens  in  Mont- 
gomery literally  stormed  City  Hall, 
and  the  paramedic  services  was  rein- 
stated. 

Description  of  the  State  EMS  Or- 
ganization—The  State  EMS  Division  in 
the  State  Department  of  Public  Health 
is  the  focal  point  for  all  EMS  activities 
in  our  State.  They  provide  an  ad- 
ministrative staff  to  conduct  the  statu- 
tory requirements  of  Act  1590— which 
includes  licensing  and  inspection  of 
ambulance  services,  licensure  and 
training  of  emergency  medical  tech- 
nicians. They  also  contract  with  a 
physician  for  medical  direction  of  the 
entire  State  EMS  program.  I have 
served  as  a Medical  Director  of  the 


State  EMS  Program  under  this  con- 
tract for  the  past  four  years. 

The  State  Board  of  Health  has 
designated  six  EMS  regions  in  the 
State  which  are  coterminous  with  the 
Health  System  Agency  (HSA)  regions. 
The  six  regions  are:  North  Alabama 
EMS,  West  Alabama  EMS,  East  Ala- 
bama EMS,  Birmingham  Regional  EMS  ! 
System,  Southeast  Alabama  EMS,  and  | 
Southwest  Alabama  EMS.  Each  of 
these  EMS  regions  has  an  administra- 
tive staff  and  a physician  knowledge- 
able in  EMS.  The  State  Board  of 
Health  has  officially  approved  the 
EMS  physician  in  each  of  the  six  EMS 
regions,  which  have  been  recom- 
mended by  each  region  respectively. 
This  organization  has  worked  extreme- 
ly well.  In  particular,  funding  from 
DHEW  from  Section  12  of  the  Federal 
EMS  Act  of  1973  has  flowed  as  a grant 
to  the  State  Health  Department,  which 
in  turn  has  been  subcontracted  with 
each  region  for  various  EMS  activities. 
These  have  included  EMS  training, 
equipment  for  ambulance  services  res- 
cue squads,  hospitals  and  public  educa- 
tion. 

Summary 

As  a result  of  implementation  of  the 
Rules,  Regulations  and  Standards  un- 
der Act  1590,  we  now  have  State 
standards  for  training  and  licensure  for 
the  three  levels  of  EMTs— Basic  EMT, 
EMT-Intermediate,  and  EMT-Para- 
medic  as  well  as  a delineation  of  their  1 
specific  functions;  a State  licensure 
mechanism  for  ambulance  services; 
minimum  requirements  for  ambulance 
vehicle  configurations  and  the  equip- 
ment on  the  ambulance  including  ra- 
dios; requirements  for  invalid/con- 
valescent vehicles;  and  a Statewide 
system  for  I.V.  fluids  and  drug  sup-  | 
ply/resupply  for  EMT-Intermediates 
and  EMT-Paramedics.  This  has  resulted 
in  the  provision  of  emergency  medical 
services,  basic  life  support  systems,  in 
a majority  of  the  regions  in  Alabama, 
and  the  spread  of  paramedic  services, 
advanced  life  support  emergency  medi- 
cal services,  from  the  metropolitan 
areas  into  many  rural  areas  of  our 
State  - e.g.,  Talladega,  Tuscaloosa, 
Greensboro,  Cullman,  Gadsden,  Pratt- 
ville, Dothan. 

Currently  we  have  the  following 

CONTINUED  ON  PAGE  49 
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COMPATIBILIIY 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilatof? 

• \/9sodilan— compatible 
with  coexisting  diseases 

• vasodiian— compatible 
with  concomitant  therapy 

• vasodiian— compatibie 
with  your  totai  regimen 
for  vascular  insufficiency 


*lndications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective 

1,  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 

Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodiian  iniection,  isoxsuprine  HCI,  5 mg,,  per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg , three  or  four  times  daily 
Intramuscular:  5 to  10  mg  ( 1 or  2 ml ) two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg,  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets.  10  mg,,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg,,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg,  per 
2 ml,  ampul,  box  of  six  2 ml  ampuls, 

US  Pat  No  3,056,836 

VASODIIAN 

(ISG<SUFWNE  HCI) 

20-mg  tablets 
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This  aslhmallc 

ism  worried  ahoul  his  nexl  hrealh... 


he's  active 
he's  effectively 
maintained  en 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guaiQcolote(guoifenesin) 

90  mg.  Elixir:  olcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  bronchosposric 
condirions  such  os  bronchial  osrhmo,  chronic  bronchitis,  and 
pulmonary  emphysema. 

Wornings:  Do  not  odminisrer  more  frequently  rhon  every 
6 hours,  or  within  1 2 hours  ofter  recrol  dose  of  ony  prep- 
ororion  containing  theophylline  or  ominophylline.  Do  nor 
give  other  compounds  conroining  xonrhine  derivorives 
concurrently. 

Precautions;  Use  with  courion  in  patients  with  cardiac 
diseose.  hepatic  or  renal  impoirmenr.  Concurrent  odmlnis- 
trotion  with  cerroin  ontibiotics.  i.e.  clindomycin,  erythromy- 
cin. rroleondomycin,  moy  result  in  higher  serum  levels  of 
theophylline.  Plosmo  prothrombin  and  focror  V moy 
increose.  bur  any  clinical  effect  is  likely  ro  be  srrxjll.  Merobo- 
lires  of  guaifenesin  moy  contribute  ro  increosed  unnory 
5-hydroxyindoleoceric  acid  reodings,  when  determined 
with  nitrosonaphrol  reogenr.  Sofe  use  In  pregnoncy  has  nor 
been  estoblished.  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stimulot- 
ing  effect  on  the  centrol  nervous  system.  Its  odministrotion 
may  couse  locol  irritation  of  the  gastric  mucosa,  with  possi- 
ble gastric  discomfort,  nausea,  ond  vomiting.  The  frequency 
of  odverse  reocrions  is  reloted  ro  the  serum  theophylline 
level  ond  is  not  usually  o problem  or  serum  theophylline 
levels  below  20  /xg/ml. 

How  Supplied:  Copsules  in  bottles  of  100  ond  1000  and 
unit -dose  pocks  of  100:  Elixir  in  bottles  of  1 pint  and  1 gollon. 
See  pockoge  insett  for  complete  presctibing  informotion. 
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The  Uninformed  Patient- 
An  Unneeessary  Risk 


Physicians  are  being  sued  often  and 
successfully.  Yet  a large  percentage  of 
these  professional  liability  suits  have 
no  objective  medical  or  legal  merit. 
We  at  Jeppesen  Sanderson  believe 
comprehensive  and  docu- 
mented patient  education  is 
an  essential  part  of  the  solution 
to  this  phenomenon. 


MED  PREP  or  Medical  Patient 
Risks  Education  Program  was 
developed  for  this  purpose. 

The  planned  MED  PREP  library 
of  over  250  audiovisual  pre- 
sentations will  cover  16  spec- 
ialties. Each  film  describes  a medi- 
cal or  surgical  procedure  along  with 
a number  of  significant  potential 
risks  and,  in  most  instances,  some 
possible  alternative  courses  of 
treatment. 


The  MED  PREP  information  is  pre- 
sented in  easy-to-understand  language 
and  in  a warm  and  personal  manner. 
After  viewing  the  film  and  being  given 
the  accompanying  briefing  folder,  the 
patient  signs  the  folder’s  tear- 
off  portion  which  then  can 
become  a part  of  the 
patient’s  permanent  file. 


MED  PREP  provides  sensitive 
and  perceptive  patient  brief- 
ings and  documents  that  the 
information  has  been  received. 
MED  PREP  is  now  availa- 
ble to  Alabama  physicians 
through  the  Medical  Association  of 
the  State  of  Alabama.  For  more 
information  about  MED  PREP  and 
the  benefits  to  patients  and  phy- 
sicians, contact  Dianne  Juhan  at 
263-6441. 


JEPPE5EIM  SAIMIDEPSOIM 

Available  through  the  Medical  Association  of  the  State  of  Alabama, 
19  S.  Jackson  Street,  Montgomery,  AL  36104  • 263-6441 


Our  New  Marketing  Thrust: 

Specializing  in  your  industry,  solviiig 
your  unique  conununications  proUems. 


Our  cornrnunications  experts 
specialize  in  particular  fields  of 
industry,  teaming  up  to  learn  as 
much  alx)ut  each  Alabama  busi- 
ness as  they  know  about  busi- 
ness telecommunications. 
Whether  your  business  is  manu- 
facturing, retail/wholesale  food, 
petroleum,  primary  metals, 
medical  professionals,  or 
another  industry. . .were  study- 
ing the  problems  unique  to  each. 

Why?  Because  we  realize 
communications  problems  are 
often  the  underlying  cause  of 
other  problems  in  your  busi- 
ness. By  learning  your  industry 
well  enough  to  understand 


its  operations  and  to  identify  its 
unique  problems,  we  can  design 
telecommunications  solutions 
to  help  overcome  them. 

We  may  not  yet  know  every- 
thing about  your  business,  but 
we  are  concentrating  our  re- 
sources toward  that  goal.  To  get 
help  with  your  business  prob- 
lems, call  our  problem-solver  . . . 
your  South  Central  Bell  Account 
Executive. 


South  Central  Bell 


The  system  is  the  solution. 
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number  of  ambulances  licensed  in  our 
State: 

Total  ambulances  in  state— 315 
Total  licensed— 254  (excludes 
AARS  & Inudstry) 

Commercial  139;  Funeral  Home  24; 
Licensed  rescue  squads  12;  Public  en- 
tity operated  89. 

Unlicensed  ambulances— 51 
Private  industry  1 1 ; AARS  40. 

The  following  number  of  EMTs  are 
licensed  in  our  State  as  of  3/31/78: 


EMT  Basic  3,195 

EMT  Intermediate  481 

EMT  Paramedic 561 


There  are  30  fire  departments  pro- 


viding paramedic  services  in  our  State. 
These  firefighter  paramedics  have  been 
called  "fire-medics"  by  the  public. 

The  number  of  EMS  services  cur- 
rently approved  by  the  State  Board  of 
Health  for  I.V.  fluid  and  drug  sup- 


ply/resupply are: 

I.V.  Fluids  Only  15 

I.V.  Fluids  & Drugs 57 

Total 72 

Total  Hospital  Pharmacies 

In  The  Program  37 


The  primary  reason  for  the  progres- 
sive spread  of  improvements  in  emer- 
gency medical  services  throughout  Ala- 


bama has  been  the  involvement  of 
physicians  from  the  very  beginning  of 
the  program,  and  at  every  level  of  the 
program  as  it  has  progressed.  Every 
component  in  the  progression  of  im- 
provements in  emergency  medical  serv- 
ices has  been  done  with  the  full 
knowledge  and  consent  of  the  State 
Board  of  Health. 

Because  of  the  State  Board  of 
Health  is  composed  of  the  Medical 
Association  of  the  State  of  Alabama, 
this  essentially  means  the  licensure  of 
ambulance  services  and  licensure  and 
training  of  EMTs  is  approved  by  the 
physicians  of  our  State. 


THE  FAMILY  & THE  FUTURE  OF 

You  are  aware,  no  doubt,  that 
employers  at  all  levels  hesitate  not 
hiring  a woman  for  a particular  job 
when  they  could  easily  fill  the  spot 
with  a man  who  could  do  the  task 
better.  Our  service  academies  now  are 
forced  to  take  women.  These  acad- 
emies produce  the  officer  corps  for 
our  armed  forces  and  should  turn  out 
the  most  competent,  masterful  and 
versatile  officers  possible,  who  are 
adaptable  to  any  or  most  circum- 
stances. 

Women  officers  are  not  as  widely 
usable  as  men  in  the  military,  especial- 
ly during  wartime.  Serious  considera- 
tion is  being  given  to  placing  women  in 
combat,  aboard  ship  and  in  fighter- 
type  aircraft.  Gym  classes  are  now 
filled  with  both  sexes.  Some  zealous 
HEW  officials  tried  to  prevent  father- 
son  and  mother-daughter  school  activi- 
ties and  to  our  former  president's 
credit  he  intervened.  But  think  of  the 
implications.  It  took  the  intervention 
of  the  president  of  the  United  States 
followed  by  a congressional  amend- 
ment to  Title  IX,  in  order  for  fathers 
and  sons  and  mothers  and  daughters  to 
be  able  to  experience  these  basic  and 
good  activities. 

When  laws  are  passed  which  prevent 
individuals  having  a sufficient  freedom 
to  find  their  best  fit  in  the  environ- 
ment, we  are  in  serious  trouble.  One 
way  of  life  is  based  on  individuality, 
personal  freedom,  and  the  freedom  to 
find  expression  of  one's  abilities.  Per- 
sonal abilities  are  related  to  sex  identi- 
ty; there  are  fundamental  differences 
between  men  and  women.  When  the 
process  of  selectivity  between  the  indi- 
vidual and  society  is  seriously  inter- 


AMERICA  CONTINUED  FROM  PAGE  21 

fered  with  by  law,  an  eventual  decline 
is  the  result,  simply  because  people 
will  be  forced  to  fill  positions  which 
would  be  better  filled  by  others. 

Now  we  come  to  the  Equal  Rights 
Amendment.  We  have  already  seen 
how  persons  faced  with  the  letter  of 
the  law,  be  it  hiring  of  personnel  or 
enforcement  of  the  law,  have  over- 
interpreted and  overreacted  to  the  law. 
This  overreaction  is  based  on  misread- 
ing the  concept  of  equal  opportunity 
for  the  sexes  as  meaning  the  sexes  are 
equal.  They  are  equal  in  value  but  they 
are  qualitatively  different.  The  United 
States  Constitution  has  a far  broader 
and  more  profound  impact  on  the 
affairs  within  our  society  than  specific 
laws.  The  Constitution  provides  guide- 
lines which  are  subject  to  very  wide 
interpretation  by  the  Supreme  Court. 
Even  carefully  worded  laws  and  regula- 
tions are  subject  to  widely  divergent 
interpretations. 

It  is  my  deep  concern  and  firm 
prediction  that  if  the  Equal  Rights 
Amendment  is  ratified,  within  a short 
time  every  aspect  of  our  way  of  life 
which  is  structured  on  sexual  dif- 
ferences, be  it  physical  or  psycho- 
logical, would  be  held  to  be  unconsti- 
tutional. The  common-sense  pref- 
erences given  to  women,  some  of 
which  are  now  backed  by  law,  and  to 
men  will  simply  be  wiped  out  as  the 
resourceful  and  well-financed  lawyers 
for  the  women's  liberation  movement 
litigate  their  cases  up  to  the  Supreme 
Court.  Furthermore,  as  more  and  more 
individuals  with  psychological  dis- 
turbances, sex  role  blurring  in  particu- 
lar, become  lawyers,  judges,  legislators. 


and  government  and  business  execu- 
tives, laws  will  be  stretched  by  ex- 
tremist regulations  to  propel  us  into  a 
"gender-free"  society. 

Our  lives  wilt  change  enormously  as 
those  elements  in  life  which  are  based 
on  the  differences  between  people  and 
men  and  women  are  erased  and  as  the 
heterosexual  bond  progressively  weak- 
ens. A weak  nation  never  lasts  long.  A 
stronger  power  will  take  us  over,  or 
forces  within  our  own  society  will  rise 
up  and  change  our  way  of  life  forever. 
In  either  case,  America  as  we  have 
known  it  will  be  finished. 

Fight  Back 

Individuals  must  fight  back  im- 
mediately and  vigorously.  The  key  link 
in  the  whole  chain  in  the  pivotal  point 
around  which  all  societies  turn,  name- 
ly, the  family.  Everyone  must  turn 
attention  to  the  task  of  making  it 
flourish.  Then  you  must  make  your 
voice  heard  as  individuals  and  as  organ- 
izations or  as  coalitions  of  organiza- 
tions. We  must  fight  back  against  the 
social  movements  which  are  de- 
structive to  our  way  of  life.  We  must 
preserve  the  vitality  of  our  people  and 
provide  these  vital  and  vigorous  people 
a context,  that  is,  a society  in  which  it 
is  possible  to  find  the  freedom  to 
express  their  individuality. 

This  means,  above  all,  preventing 
the  passage  of  laws  which  ignore  the 
differences  between  people,  in  particu- 
lar the  difference  between  a male  and 
a female,  and  which  undermine  the 
security  and  stability  of  the  family  and 
the  nation.  Strong  pioneer  families 
created  this  country;  strong  families 
and  strong  leaders  will  save  it. 
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Solving  o claims  problem 
is  Qs  easy  os  colling 


Trke  Nichols 


Or  ony  of  the  nine  other  Blue  Cross  professionol  relo- 
tions people  throughout  Alobomo.  Their  job  is  to  eose 
your  poin  when  filing  cloims. 

They're  just  bubbling  over  with  suggestions  to  sove 
you  time  ond  hossles.  And  they'll  set  up  ond  run  cloims- 
filing  workshops  ond  poinstokingly  troin  new  claims 
personnel  for  you.  Plus  lots  more. 

So  onytime  you  hove  o ticklish  cloims  problem  to 
solve  or  just  o bosic  question  to  osk,  contoct  Trice  or 
the  person  like  him  in  your  oreo. 

We  coll  these  people  professionol  relotions  special- 
ists, but  you'll  coll  them  lifesovers. 

If  you  don't  know  who  your  Blue  Cross  professional 
relotions  person  is,  coll  205/251-4233.  Or  write:  930 
South  20th  Street,  Birmingham,  AL  35296. 

Blue  Cross 
Blue  Shield 

of  Alabama 

© Registered  Mark  Blue  Cross  Association 
©Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


PHYSICIAN^S  PLACEMENT  SERVICE 

The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians’  Placement  as  a service  to  the  medical  profession  in  the  state  of  Ala- 
bama. Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making  inquiry.  Physicians  wishing  to  estab- 
lish practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  information  write:  Mr.  Emmett  Wyatt,  Executive 
Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (205)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


1979;  seeking  practice  in  specialty  or  private 
practice.  Available  July  1979.  LW-09578. 


ALLERGY/PEDIATRIC  ALLERGY:  Age 

42;  Medical  College  of  Georgia,  1967; 
American  Board  Certified;  seeking  multi- 
specialty group,  single  specialty  group  or 
academic.  Available  November  1979. 
LW-13442. 

* * * 

CARDIOLOGY;  Age  30;  Bowman  Gray, 
1974;  seeking  practice  in  Cardiology.  Avail- 
able July  1979.  LW-09178. 

* * * 

FAMILY  PRACTICE:  Age  28;  University  of 
South  Alabama,  1977;  seeking  group  prac- 
tice in  a town  with  population  of  30,000  to 
50,000.  Available  October  1,  1978. 

LW-09278. 

GASTROENTEROLO  GY/INTERNAL 
MEDICINE:  Age  29;  Ohio  State,  1974; 

National  Board  Certified;  American  Board 
Certified;  American  Board  Eligible  in  1979; 
seeking  single  specialty  group,  partnership 
or  multi-specialty  group.  Available  July 
1979.  LW-13592. 

* * * 

INTERNAL  MEDICINE/GENERAL  PRAC- 
TICE; Age  38;  Ffoward  University,  1966; 
American  Board  Eligible;  seeking  solo, 
multi-specialty  group  or  emergency  room. 
LW-12397. 

Hr  ★ * 

INTERN;  Age  31;  UAB  1975;  seeking  prac- 
tice in  Internal  Medicine  in  south  Alabama 
or  Mobile  area.  Available  1980.  LW-02 
* * * 

INTERN:  Age  29;  UAB  1975;  seeking  prac- 
tice in  General  Surgery /General  Practice  in 
city  of  50,000  to  150,000  population. 
Available  July  1979.  LW-03 


nership  or  research.  Available  January  1979. 
LW-12416. 

★ Hr  * 

ORTHOPEDIC  SURGERY/HAND  SUR- 
GERY: Age  32;  Ohio  State  University, 

1972;  National  Board  Certified;  American 
Board  Eligible;  seeking  single  specialty 
group  or  partnership.  Available  July  1979. 
LW-13012. 

ORTHOPEDICS:  Age  30;  University  of  Ala- 
bama, 1973;  National  Board;  seeking  prac- 
tice in  the  Northern  section  of  Alabama  in  a 
town  of  30,000  or  more  population.  Avail- 
able July  1979.  LW-09378. 

★ * Hr 

PATHOLOGY:  Age  33;  B.  J.  Medical  Col- 
lege, 1968;  American  Board  Certified;  seek- 
ing practice  in  Pathology.  Available  October 
1978.  LW-09478. 

★ * * 

PEDIATRICS:  Age  45;  University  of  Toron- 
to, 1956;  seeking  assistant  or  associate, 
industrial  or  institutional  practice.  Available 
at  a negotiable  date.  LW-300. 

* * * 

PSYCHIATRY;  Age  28;  University  of  Iowa, 
1976;  American  Board  Eligible  in  June 


lished  three  man  pediatric  group.  All  are 
board  certified.  Excellent  fringe  benefits 
from  our  professional  corporation.  Un- 
limited recreational  activities  with  quality 
schools  and  churches  in  this  metropolitan 
central  Alabama  city.  PW-16. 


SURGEON:  Age  31;  UAB  1973;  National 
Board;  seeking  associate  practice  in  town  of 
25,000  plus  population.  Available  July 
1979.  LW-400 

*•  * * 

SURGERY/UROLOGICAL;  Age  30;  Uni- 
versity of  Alabama,  1974;  American  Board 
Eligible  in  1979;  seeking  partnership,  single 
specialty  group  or  solo.  Available  July  1979. 
LW-12031. 

* * * 

SURGEON:  Age  34;  Vanderbilt,  1970;  Na- 
tional Board;  seeking  practice  in  town  of 
10,000-200,000  population.  Available  Sep- 
tember 1979.  LW-401 


UROLOGY:  Age  30;  Yale  Univ.  1974; 

National  Board;  seeking  associate  practice  or 
hospital-based  practice.  Available  June 
1979.  LW-800 

X JMr 

UROLOGY:  Age  31,  New  York  Medical 

College,  1974;  seeking  practice  in  a group, 
partnership  or  solo.  Available  July  1,  1979. 
LW-07278. 


working  with  three  other  physicians  or  solo 
working  with  same  doctors.  Office  space 
immediately  available.  Excellent  location 
near  mountain  lakes,  river,  hunting,  fishing, 
boating,  golfing  and  nearby  to  Metropolitan 
Area.  PW-14. 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 

PEDIATR  ICI  AN— Wanted  to  join  estab- 


* * * 

INTERNAL  MEDICINE:  Age  32;  Tulane, 
1971;  American  Board  Certified  in  1974  in 
Internal  Medicine;  seeking  practice  in  town 
of  25,000  to  50,000  population.  Available 
at  a negotiable  time.  LW-0500. 

* ★ 

INTERNAL  MEDICINE/PULMONARY 
DISEASES:  Age  55;  Southwestern  Medical, 
1948;  American  Board  Certified  in  Internal 
Medicine;  seeking  practice  in  school  health, 
institutionally  based,  or  public  health.  Avail- 
able April  1979.  LW-11941. 

Hr  Hr  ★ 

MEDICAL  STUDENT;  Age  26;  Universidad 
Central  Del  Este,  Dominican  Republic, 
1982;  seeking  family  practice  in  community 
willing  to  finance  a medical  student. 
LW-07178. 

* * * 

OPHTHALMOLOGY:  Age  33;  Vanderbilt, 
1970;  American  Board  Certified;  seeking 
assistant  or  associate  practice.  Available 
September  1978.  LW-201. 

★ Hr  ★ 

ORTHOPEDIC  SURGEON;  Age  31;  Med. 
College  of  Georgia  1972;  seeking  practice  in 
town  of  50,000  plus  population.  Available 
August  1979.  LW-701 

* Hr  Hr 

OPHTHALMOLOGY:  Age  30;  St.  Louis 

University,  1974;  National  Board  Certified; 
American  Board  Eligible;  seeking  solo,  part- 


INTERNIST— Excellent  opportunity  for  as- 
sociation with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

* * * 

PHYSICIAN  WANTED  to  take  over  busy 
practice  in  General  Medicine  in  convenient 
location  of  Tuscaloosa.  PW-05178 

RADIO  LOG  1ST— Must  be  experienced  and 
capable  in  all  phases  of  special  procedures 
including  angiography,  ultrasound,  CT,  and 
nuclear  medicine.  Immediate  opening  in 
expanding  multispecialty  private  hospital  in 
progressive  city  of  50,000  in  Southeast 
Alabama.  Salary  open  to  negotiation.  PW-27 

It  -k  h 

FAMILY  PHYSICIAN— Opportunity  to  es- 
tablish gratifying  practice  in  Southwest  Ala- 
bama community  of  9,000  with  a trade  area 
of  25,000,  located  within  minutes  of  Mobile 
and  Gulf  Beaches.  Associations  with  es- 
tablished family  physician  possessing  well- 
equipped  offices  available,  invitation  to  visit 
with  expenses  paid  will  be  directed  to  those 
who  qualify.  PW-26 


OPPORTUNITY  for  Surgeon,  Family  Practi- 
tioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 
35,000  population,  located  100  miles  north- 
west of  Birmingham.  May  beg  in  as  associate 


OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS— 

Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 
city  40  miles  — population  of  200,000; 
nearest  hospital  20  miles;  last  physician  in 
town  died  12  years  ago;  equipped  three 
room  clinic  available  with  guaranteed  salary 
or  option  to  purchase;  principal  sources  of 
income  in  community  are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW -09178. 

* * * 

Town  of  1,300  population;  trade  area  less 
than  10,000;  south  central  Alabama;  one 
semi-retired  physician  in  town;  clinic  avail- 
able equipped  for  two  physicians;  commuter 
town;  nearest  hospitals  15  miles;  nearest 
metro  area  30  miles  with  200,000  popula- 
tion; 5 churches,  4 schools.  PW-09278. 


Town  of  2,500  population;  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  in  town;  one  physician  died  re- 
cently; 2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population;  two 
offices  available  and  another  one  could  be 
constructed;  principal  sources  of  income  in 
community  are  agriculture  and  light  in- 
dustry; 15  churches,  1 school,  2 kinder- 
gartens, 1 day-care  center;  social  activities 
include  service  clubs,  and  golf  course. 
PW-09378. 
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Brief  Sumtnary  of 
Prescribing  Information 
Actions:  F*yrvinium 
pamoate  appears  to  exert 
its  anthelmintic  effect  by 
preventing  the  parasite 
from  using  exogenous 
carbohydrates.  The  para- 
site's endogenous  reserves 
are  depleted,  and  it  dies. 
Povan  is  not  appreciably 
absorbed  from  the  gastro- 
intestinal tract. 

Indication:  Povan  is  indi- 
cated for  the  treatment  of 
enterobiasis. 

Warnings:  No  animal  or 
human  reproduction 
studies  have  been  per- 
formed. Therefore,  the  use 
of  this  drug  during  preg- 
nancy requires  that  the 
potential  benefits  be 
weighed  against  its  pos- 
sible hazards  to  the  mother 
and  fetus 

Precautions:  To  forestall 
undue  concern  and  help 
avoid  accidental  staining, 
patients  and  parents 
should  be  advised  of  the 
staining  properties  of 
Povan.  Care  should  be 
exercised  not  to  spill  the 
suspension  because  it  will 
stain  most  materials. 
Tablets  should  be  swal- 
lowed whole  to  avoid 
staining  of  teeth  Parents 
and  patients  should  be 
informed  that  pyrvinium 
pamoate  will  color  the 
stool  a bright  red  This  is 
not  harmful  to  the  patient. 

If  emesis  occurs,  the 
vomitus  will  probably  be 
colored  red  and  will  stain 
most  materials. 

Adverse  Reactions: 
Nausea,  vomiting,  cramp- 
ing, diarrhea,  and  hyper- 
sensitivity reactions  (pho- 
tosensitization and  other 
allergic  reactions)  have 
been  reported.  The  gastro- 
intestinal reactions  occur 
more  often  in  older  chil- 
dren and  adults  who  have 
received  large  doses. 
Emesis  is  more  frequently 
seen  with  Povan  Suspen- 
sion than  with  Povan 
Filmseals. 

How  Supplied:  Each 
Povan  Filmseal"  contains 
pyrvinium  pamoate  equiva- 
lent to  50  mg  pyrvinium, 
supplied  in  bottles  of  50 
(N  DC  0710-0747-50; 

NSN  6505-00-134-1966). 
Povan  Suspension,  a 
pleasant-tasting,  straw- 
berry-flavored  preparation 
containing  pyrvinium 
pamoate  equivalent  to 
10 mg  pyrvinium  per  milli- 
liter, is  supplied  in  2-oz 
bottles  ( N DC  0071 -1 254-31 ; 
NSN  6505-00-890-1093). 

RC/RD  PD  JA  1699  P P (8  76) 


Parke.  Davis  & Company 
Detroit,  Michigan  48232 


When  it’s  pinworms, 

treat  the  family 


• over  17  years  of  proved  clinical  effectiveness 
and  safety 


• no  measurable  absorption  from  the  Gl  tract— 
minimal  systemic  side  effect 

• one  dose— one  time— that’s  all  that’s 
usually  required 

• two  dosage  forms:  Tablets  and  Suspension  — 

suitable  for  the  entire  family  ^ 

Povan— there’s  a form  for  every  member  of  the  family. 

PARKE-DAVIS 


J^UXILIARY 


What  In  Health  Do  Our  Schools  Teach? 

Mrs.  Aubrey  E.  Terry 
President,  A-MASA 


In  1917,  the  Legislature  of  the  State 
of  Alabama  enacted  a law  requiring 
that  physical  education  training  be 
provided  for  all  school  students  on  a 
daily  basis.  Since  that  time  we  have 
observed  some  rather  astounding 
changes  resulting  primarily  from  this 
requirement  as  we  have  gradually  be- 
come more  sports-minded  in  this  state 
and  nation. 

Most  every  year  many  athletes  be- 
come quite  skilled  in  their  perform- 
ance and  also  without  this  law  many 
children  would  not  have  the  individual 
opportunity  for  learning  self- 
discipline,  fair  play  and  team  spirit 
that  can  be  acquired  through  participa- 
tion in  physical  education  activities. 

As  fine  as  it  is,  this  law  contained 
no  reference  to  health  education. 
Through  the  years  as  school  system 
grew  they  provided  the  required  in- 
struction in  physical  education  while 
health  education  was  limited  in  most 
cases. 

In  December  1975,  the  State  Super- 
intendent of  Education,  Dr.  Wayne 
Teague,  deciding  that  health  education 
should  be  upgraded,  appointed  a 
Health  Education  Advisory  Committee 
of  eight  members  and  charged  them 
"to  assist  in  analyzing  the  factors 
which  both  hinder  and  facilitate  the 
provisions  of  health  education  in  the 
public  schools,  and  to  assist  in  de- 
veloping strategies  to  encourage  school 
personnel  to  work  toward  the  pro- 
vision of  comprehensive  health  instruc- 
tion." 

On  June  17,  1976,  the  Alabama 
State  Board  of  Education  passed  a 


resolution  in  support  of  comprehen- 
sive health  education,  urging  "that  it 
be  taught  sequentially  by  qualified 
teachers  in  each  school  system  under 
the  authority  of  the  State  Department 
of  Education.” 

Why  teach  health  education  in  Ala- 
bama schools?  Certainly  education  is 
one  route  through  which  people  may 
best  understand  some  of  our  social, 
economic  and  psychological  problems 
relative  to  individual  patterns  of 
growth  and  development.  It  is  through 
positive  action  based  on  this  under- 
standing that  the  quality  of  life  can  be 
improved. 

There  is  a growing  belief  that  future 
advances  made  in  improving  the  na- 
tion's health  will  result  primarily  by 
initiating  personal  actions  and  re- 
actions which  will  be  influenced  by  an 
individuals  health-related  attitudes, 
values,  beliefs  and  knowledge. 

The  school,  through  its  education 
program,  can  provide  students  with 
information  beneficial  for  encouraging 
them  to  develop  better  personal  health 
attitudes  and  beliefs.  This  knowledge 
should  then  allow  them  to  better 
assess  their  personal  situation  and 
make  more  practical  and  wiser  health 
decisions.  By  addressing  various  prob- 
lems at  each  grade  level,  schools  may 
continuously  upgrade  and  broaden  the 
students  understanding  which  should 
permit  them  to  enjoy  a lifetime  of 
better  health. 

The  Auxiliary,  with  the  support  and 
help  of  The  Medical  Association  of  the 
State  of  Alabama,  has  maintained  for  a 
number  of  years  that  teaching  health 


education  is  in  the  schools  of  Alabama 
has  become  more  and  more  a neces- 
sity. With  cohesive  action  of  many, 
and  hours  of  persistent  and  effective 
efforts  by  our  Health  Education  Chair- 
man, Mrs.  0.  B.  Carr,  Jr.,  the  bill 
requiring  Cornprehensive  Health  Ed- 
ucation teaching  in  the  public  schools 
became  a law.  It  was  passed  by  the 
Legislature  of  the  State  of  Alabama  at 
1 1 :45  p.m.  April  13,  1978. 

We  have  seen  the  impact  of  legisla- 
tion enacted  in  1917  requiring  the 
teaching  of  Physical  Education  in  our 
public  schools.  Hopefully  in  the  long 
run  this  new  law  will  produce  an  even 
greater  and  more  beneficial  effect  for 
our  citizenry,  and  hopefully  each  in- 
dividual who  becomes  a participant  in 
this  program  will  receive  the  antici- 
pated rewards  which  we  expect  by 
becoming  more  knowledgeable  at  an 
earlier  age  by  acquiring  health  oriented 
training. 

With  the  basic  groundwork  laid,  we 
now  face  the  reality  of  implementing 
the  teaching  of  Comprehensive  Health 
Education  in  our  schools  as  a require- 
ment for  graduation  beginning  with 
10th  grade  students  in  1982-1983. 

This  ia  a large  challenge  to  each  of 
us  as  we  assist  the  Alabama  State 
Department  of  Education  in  develop- 
ing this  program. 


Pres.-Elect — Mrs.  Eugene  H.  Bradley;  First  Vice-Pres. — Mrs.  Rufus  Lee;  District  Vice-Pres.  NW — Mrs.  Ralph  Braund;  NE— Mrs.  Fred  C.  Ballard; 
SW — Mrs.  Leland  Edmonds;  SE — Mrs.  Lamar  Miller;  Rec.  Sec. — Mrs.  Charles  Howell;  Treas. — Mrs.  J.  E.  Dunn,  Jr. 
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gLASSIFlEP  APVERTISIMC 


POSITIONS  AVAILABLE 


FOR  RENT 


MEDICAL  OFFICE  for  lease  in  Tuscaloosa,  with  or  without 
equipment.  Building  is  1 Vj  years  old,  1650  square  feet,  four 
examination  rooms,  large  reception  room;  one  unit  of  four-office 
complex;  two  medical  offices,  two  dental  offices.  Fully  equipped,  if 
desired,  for  instant  practice;  equipment  purchase  optional.  Ten 
blocks  from  Druid  City  Hospital.  Separate  equipment  sale  nego- 
tiable. Inventory  available.  Contact:  Paul  D.  Nelson,  D.M.D.,  601-A 
Hargrove  Road  East,  Tuscaloosa.  Phone  (205)  345-7134. 


BEACH  house  TOWNHOUSE  on  the  beach  at  Gulf  Shores, 
Alabama  Pool/minutes  from  three  golf  courses/all  furnishings 
included/two  bedrooms/1  bat hs/bu 1 1 t-i n kitchen/2  car  carport/pn- 

vate  deck.  APRIL  & SEPTEMBE  R $40.00  per  day  (3  day 
minimum).  MAY  1-LABOR  DAY  — $50.00  per  day  (1  week  mini- 
mum). CALL  FOR  RESERVATIONS-AC205/269-4094  or 
281-3102. 


POSITIONS  AVAILABLE 


wanted  General  practice  psychiatrist  to  work  with  community 
mental  health  program.  Have  an  understanding  of  community 
mental  health  work,  able  to  work  with  a wide  variety  of  staff, 
willing  to  do  some  travel  within  catchment  area  on  scheduled  basis. 
Contact  Montgomery  Area  Mental  Health  Center,  1616  Mt.  Meigs 
Road,  Montgomery,  Alabama.  Telephone  263-754  1. 

PRIMARY  CARE  PI--IYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLL.ECT 
758-7545,  evening  hours  55  3-21  98. 


Position  No.  1— Small  Hospital — Out-patient  census  8 day.  2 
objectives.  Want  to  increase  E.R.  census  as  well  as  In-patient  census. 
Guaranteed  $75,000-$80,000  plus  30%  of  in-patient  gross  billing  — 
Work  Mon..  Tues.,  Thurs.,  Fri.  days — Mon.  & Thurs.  evening.  May 
take  call  at  home.  10  miles  from  Medical  Center. 

Position  No.  2 — Large  E.R.  practice  with  University  appointment. 
Guaranteed  $40-$45/hr.  May  work  position  No.  1 or  No.  2 or 
combination. 

3-4  weeks  paid  vacation  and  convention  time  plus  convention 
allowance  $600.00.  Health,  disability,  life  ins.,  pension  & profit 
sharing,  car  leasing,  and  yearly  bonus.  May  act  as  a consultant  or  do 
major  surgery  for  group.  (Will  provide  a billing  service).  Contact:  T. 
L.  Chastain,  M.D.,  Ph.  (205)  365-9606  Mon. -Fri.  9 a.m.  - 5 p.m.  or 
P.  O.  Box  11142,  Montgomery,  Alabama  36111. 


Two  family  practice  locations  in  Birmingham;  guarantee,  moving 
expenses,  other;  send  C.V.  to  Dr.  R.  E.  Wiltsie,  P.O.  Box  57026, 
Birmingham,  Ala.  35209. 


HEMATOLOGIST— ONCOLOGIST  OR  INTERNIST  — Boarded 
Internist  and  Hematologist-Oncologist  desires  an  associate  with 
opportunity  for  partnership  in  a growing  practice  in  the  Southeast. 
University  and  Cooperative  Study  Group  affiliation  possible.  Salary 
and  benefits  negotiable.  Send  CV  to  Box  A,  P.  O.  Box  1900-C, 
Montgomery,  Alabama  36104. 


FAMILY  PHYSICIANS— Two  (2)  General  Surgeon  one  (1)  either  of 
two  offices  in  Mobile.  Flexible  arrangements  in  a very  small  group. 
G.  L.  Spafford,  P.  O.  Box  160272,  Mobile,  AL  36116. 


General  Practice— Ala.  & Missouri— also  Ob  in  Missouri— $40,000 
guarantee,  all  other  fringes.  Send  CV  to  Wiltsie  & Associates,  PO 
Box  57026,  Birmingham,  Ala.  35209. 


AVAILABLE:  Good  solo  Ophthalmology  practice  in  delightful 

Southeastern  town  of  50,000  with  drawing  area  300,000.  Rapid 
growth  area  near  beaches.  Excellent  opportunity.  Very  reasonable. 
Contact:  Box  C;  P.  O.  Box  1900-C,  Montgomery,  Alabama  36104. 


ALABAMA:  Emergency  Physician:  Full  time,  $70,000  * per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  mhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  Emergency  Depart- 
ment, Physicians  Medical  Group,  P.A,,  P.  O.  Box  9639,  Marina  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 


OFFICE  EQUIPMENT  FOR  SALE  OR  LEASE 


For  Sale:  Technigon  dual  channel  Autoanalyzer — complete  with 
some  manifords  and  dual  recorder  readout.  Excellent  and  working 
condition  — would  be  excellent  for  a small  hospital  or  large  office 
clinical  laboratory.  Price  $6,000.00  or  offer.  David  W.  Ploth,  M.D., 
934-3806. 


USE  THIS  SPACE  TO 
ADVERTISE  PHYSICIAN 
OPPORTUNITIES,  SITUATIONS 
WANTED,  PRACTICES,  OFFICES, 
REAL  ESTATE  FOR  SALE 
OR  LEASE,  OFFICE  EOUIPMENT, 
ETC. 

USE  THE  FORM  ON  PAGE  35 
AND  MAIL  PRIOR  TO  CLOSING 
DATE  (1st  of  month  prior  to 
publication).  RATES;  EACH 
INSERTION,  $7.50-30  WORDS  OR 
LESS,  $.20  EACH  ADDITIONAL 
WORD.  DISPLAY  RATES: 

$10  PER  COLUMN  INCH.  BOX 
NUMBER  CHARGE,  $2.00 
EACH  MONTH. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSa> 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinil  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  In  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b i d for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp 

(5  ml) 

V2  tablet 

40 

18 

2 teasp. 

(10  ml) 

1 tablet 

60 

27 

3 teasp. 

(15  ml) 

1'/2  tablets 

80 

36 

4 teasp. 

(20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

'/2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carimi  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100,  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-liconce  flavored — bottles  of  16  oz 
(1  pint). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Please  see  back  cover. 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  £.  coli  or  other  urinary  pathogens  on  the 
Vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen-  j 
trations,  thus  combating  migration  of  pathogens  into  j 
the  urethra.  I 

Studies  have  shown  that  Bactrim  acts  against  Entero-  | 
bacteriaceae  i n the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora,  i 


Bactrim  fights  uropathogens  in  the  ^ 
urinary  tract/vaginai  tract/iower  intestinai  tract 


i' 


Please  see  reverse  side  for  summary  of  product  information. 


19103 


of  the  Medical  Assodatbn  of  the  State 

^DS 


'A 


O =C 
CL. 


o 

CD  — 
X 
Ql. 

• -I 


(T>  o 

O --1 

X 
'•'vJ  Cl- 


SPECIAL  ISSUE- 


Diabetes 


• HISTORY 

• ALABAMA  STUDY 

• THEJ.O.D.  REGISTRY 

• NEW  VISTAS 


OCTOBER  1978 


TO  C Q Q) 

I > Q TO  o 


03 


-COTOO^oXF^ 

°So 

i •&  </i^  o 25 

' 0)03^  C ^ -C  ^ ^ 

; 5 e Mg  “ g: 


« E 


' s o'  g>o  M 

• ‘”  c s O ra  g>-o‘  o i2  E 

:g|>S-2lac| 

g ° TO  9 f R-O  8 R 

t - O O ?=  O O ^ 


^ TO  ^'"O  ^ 
o)  o > d O o 

■oQ'g^f  qSI 

- _■  t > <->  m Q C (,)  > 
jo-2-o5o;'(5'Hyra 

)™_-tS</)coci5 

3Q-£i32:=3b</)Dc/) 

L^hSb^E  «-6  as 


Q)  o >; 

O 

O ^ rj 


crQz 


</>  ® O)  <0  . o 

c «>  i o «=||b' 

ra-o  -s  c 3£  ?■“= 

-BB  " o-S  „ g,« 

i;0.fcO»)ma>i/) 

.C3*-Q_ 

£ m <5  O i»  - o Q-  !r 

£a!Sil«^E£: 

C«-«jg<"Q,Q.Oj3 

go)a>^.£S4>OE 
o>.£  ■“  o T,  ^.!2  ~ o 

a.  •§  n -2  M = 
.£  £ ^ -o  S)i=  i;  £ 2 

g>=  m <S  « jg  2 5 1 

Sboc.„S«£  = 

3 O'  e o fl)  Q.^  £ u 


I N O ^ 


’ ss  y- 


(D  CO 

D “ 
c/i  P ni 


°F 
O C 
^ 0)  - 
C 0)03 
TO  03  C 


^ C >s-= 

i Q-s  ™ 2 “ 
; to  S 5 ra  S 

' nJ  > y Q.-S 
= S “ w E 0 
) (D  5 5 9 0 
; B 5 5 m c 

ia°| 

&Eog 
>.-0  ®- 
J5  S 0)  Q. 
t TO  n — 
u)  9 O® 
B'D'O  g 
(0  E ~ r) 

M w ® S 
03  ^ "IS  r 

o 

- o §0 


TO  *0 

0)B 

CO  TO 


: 03 


(A 


Q^cS 

to  oj  9 is 

E P B 0) 

5 OO  T3-0 

y,E  ww 


g*  ® QO  9„,-!- 

ao  ® TO  9-0  0.0 

£ 5 c 2 E “ 

^ o (U  oo  “ o c 

H t=  0-9  co- 

^ 03  o 0)  _ > 

^ to€  TO  Rl  5 

^ o ^ ^ o ^ y 

c=  y c/5  o ^ ^ 

Q)<  c S o ^ 2. 

c^  TO  ^-C  T3 

TO  S Q-  o C/^  TO 

O)-(0  05  ^C  ™ 

5:03  Q.r^^c/>  yo 
PCI-^  CD 
O c E ^ CO  TO 

§ ^ P 0)  TO  o ^ 
° c S g 3 
^ o D 9:  TO  o ^ 

_ E Q)  CD  ^ w ^ 
T3  CD  TO  O 
4) 


t:  TO  03  o o t:  0 

SiE|z®c 

■o  =j  03  OJ  m ® -S 

.£  c E E °*  ® 

™ 9 o o .E  B •= 
•t=  B u o c 2 
c ? o iJ  t s t= 

o -c  iS  ® 5 oiS 

O CJ  ra  D)>  0)  E 


E -.9  ■ B 

S-s  oS  Sg  eg 

05  CT_  ^ O r-  c/J-S 

^a>c5>^E— ™ 
CT‘-TO_-z:ycD-o 
Q3>sTO^*-77:5c 
-?3^^TOroro 
E ^ — CD  ^‘O  c/) 

<1>  S O o 8 

c/3  E O TO  O C/5">  ^ 

® 3§  g 

15  N E TO  ^ O . -^ 

toQo"ao§®«-Q 

o 2-§  o 

C-5cUTOcyC0_c 

:=To®gouiS5 
B g ® ® S'-  ®n, 

■yo3_><iO(/)-gS 

</3^0^.^C^C/3 

o_  ■=  ®^-e 

^°S’£og§g 

2-£85rooo5;r 

OOQOTO—  ®9go! 

5 S-D  og-D  O E 

OtoQ3‘-E<<  — 

w'"toD)  ^'Ow 
■D  o ® ® ^ W 
15  _-  TO  TO 


, JA  TO 
C P TO  O 

O E O Q- 

O O -Q  CO 


C CD 


ii?  OM 

;to  “•' 


, do  o 


O c 
9 o o s £ 
■°  Eto  2 ® 

0.^-6  Sg 


CD  X3 
> C ' 
TO  (C3 


TO  C/3  < 

»_  - p : 

O O D O 5 I 
- CL  N -C  ii  J 


*6 

o 

a . 
0) 
% 
a: 
E 
o 


tn  H ' 

5 TO  i 

o E ' 
= o 1 

o t/5  I 
r*  c/3  I 
M CDs 


• "tr  — c 

> O TO  t 


E 

<0 

a 

0) 

N 

<0 


OJ  TO  ( 
£ -D  ' 

IS 

W C ! 

« P 


2 I c. 

w c ® ' 

o-  .y 

S “ c 

CD  3 £ 


U/-UJ  — 
TO  C O "O  1 


Need  a collection 
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Refer  delinquent  accounts  to  c 
''specialist"  trained  in  the  art  ot 
communication  so  essential  to 
the  doctor-patient  relationship, . , 


Credit  Bureau  of  Montgomery 
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Montgomery,  Alabama  36102 
(205)  834-3950 
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807  Franklin  Street 
Main  P.O.  Drawer  E 
Fluntsville,  Alabama  35804 
(205)  533-9010 


SERVING  PROFESSIONALS  SINCE  1900 
No  Collection  • No  Charge 

Call  the  Collection  Service  Division  of  one  of  the  above  Credit  Bureaus  for 
effective  collection  with  a personal  touch. 
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Neosporiri 

Ointment 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


(Polymyxin  B- Bacitracin-Neomycin) 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteus 

Coryne  bacterium 

Streptococcus 

Pneumococais 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococais 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


WaHcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-badtracin-neomydn). 


Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  iwhite  petrolatum  qs;  in  tubes  of  i oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  IS  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  m the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  tor  such 
signs  IS  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECyiUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 
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Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  Sftaced  on 
white  pa()er8'jx11  inches  with  adecjuate  margins.  The 
original  copy,  not  the  carlton  copy,  should  be 
submitted.  Authority  for  apttioval  of  all  contribu- 
tions rests  with  the  Editor.  The  Journal  of  The 
Medical  Association  of  The  State  of  Alabama  reserves 
the  right  to  edit  any  material  submitted.  The  publish- 
eis  accettt  no  responsibility  for  oftimons  exfiressed  by 
contributors. 

Style:  The  first  page  should  list  title,  the  autlior  (or 
authors),  degrees,  and  any  institutional  or  othei 
credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month - day  of  month 
if  weekly— and  year.  Numbm  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  attpear  in  the 
text. 

The  Stylehook /Editorial  Manual,  published  by  the 
AMA,  IS  the  general  reference  for  c;uestions  of  style. 
It  IS  particularly  useful  in  the  pro|ter  (presentation  of 
data.  Available  at  cost  ($6.50)  from  MASA.  When 
conflicts  occur  between  usage,  etc.,  by  an  author  and 
the  stylebook,  these  will  be  resolved  m favoi  of  the 
author  if  his  method  is  [rersuasive  and  logical. 

Helpful  to  many  wi iters  is  The  Elements  of  Style  by 
William  Strunk  Jr.  and  E.  B.  White,  which  em[phasizes 
brevity,  vigor  and  claiity.  Availaljle  at  cost  ($1.65) 
from  MASA. 

Final  authoiity  on  grammar  is  Webster's  New  Interna- 
tional, Unabridged,  Second  Edition. 

Copy  Changes;  When  an  authoi  receives  a gaMey 
proof  back  from  MASA,  he  is  ex|iecterf  to  make 
corrections  only.  Co(Py  changes,  alterations  on  proof 
from  the  original  manuscrgpt,  are  expensive.  Please 
try  to  say  what  you  mean  m the  original. 

Length  of  Articles:  Articles  should  not  exceed  3,000 
words  (a()[)roximately  3-4  (irinted  (Pages).  Undm 
exce(Ptional  ciicumstances  only  will  articles  of  moie 
than  4,000  words  be  (Published. 

Illustrations:  Illustrations  should  be  numixpreil  con- 
secutively and  indicated  in  the  text.  The  nuiTiber, 
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f ROM  THE  EXECUTIVE  DIRECTOR 


ELEMENTS  OF  THE  TEAM 

The  close  association  between  MASA  and  Mutual  As- 
surance Society  of  Alabama  is  surely  well  known  by 
Alabama  physicians.  But  some  of  them  may  not  be  fully 
aware  of  the  extent  of  this  enduring  relationship  in 
day-to-day  cooperation  in  matters  of  vital  interest  to 
doctors. 

MASA  and  MAS  complement  each  other.  Their  indi- 
vidual strengths  combine  to  produce  a professional  team 
effort  in  approaching  the  myriad  problems  that  confront 
Alabama  medicine  in  this  most  difficult  period  in  the 
Association's  history. 

MASA,  being  a non-profit  corporation,  is  prohibited  by 
law  from  certain  activities.  Mutual  Assurance  can  fill  these 
gaps,  providing  Alabama  physicians  with  the  best  attainable 
protection  against  the  hostile  environment  of  today's 
world. 

And,  how  incomplete  both  would  be,  as  close  as  our 
cooperation  is,  without  that  essential  third  member  of  the 
Alabama  medical  team,  ALAPAC,  which  can  do  under  the 
law  what  neither  of  the  other  two  can. 

To  paraphrase  the  philosopher:  "If  Mutual  Assurance  did 
not  exist,  it  would  be  necessary  to  invent  it."  Necessary, 
because  MAS  provides  not  only  the  malpractice  coverage  so 
vital,  but  it  pinpoints  the  vulnerable  spots  within  the 
physician's  community. 

Working  together,  MASA,  MAS  and  ALAPAC  can 
provide  the  foundation  for  necessary  legislative  reform,  loss 
prevention,  risk  management  and  quality  control.  They  can 
also  insure  the  self-discipline  of  the  profession  that  is  so 
fundamental  to  the  survival  of  the  free  practice  of 
medicine. 

If  Mutual  Assurance  was  born  of  necessity,  and  it  was,  it 
lives  on  and  will  continue  to  live  performing  vital  services  to 
Alabama  physicians  that  are  simply  unavailable  to  them 
through  other  offices. 

If  I called  this  a triumvirate,  that  would  be  imprecise, 
because  that  implies  rule  by  three.  By  the  very  nature  of 
the  democratic  organizations  of  each  of  these  Alabama 
medical  defenders,  they  are  themselves  ruled  by  the 
membership,  through  explicit  application  of  the  oldest 
principal  of  the  American  way— consent  of  the  governed. 

That  is  what  MASA  is  all  about,  and  MAS  and  ALAPAC. 


S.  Lon  Conner 
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The  Great  Laxative  Escape 


!^>^octyl  «Xjlum  sulfoe|&cinate 

Colace  means  escape-^from  laxative  stimnS&lon.;^^ 
from  laxative  harshnes^  from  laxative  : 

Colace'^nl^lie^^  stools  for  easy^iipli^  = 
^1^,  unstrained  elimination.  It's  the  gr|aiffSieiti\9 
escape,  from  infancy  to  old  age.  Av^leble  in  1(X) 
and  50  mg.  capsules.  Syrup  or  l^qdli^. 
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PHARMACEUTICAL  DIVISION 


M .. 

0HM| 

1^'  ■■ 

This  asthmatic 

Isn’t  worried  about  his  next  hreath... 


he’s  aciive 
he’s  effectively 
mamiained  on 


contains  theophylline  (anhydrous)  1 50  nng 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg.  Elixir  alcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions:  For  the  symptomatic  relief  of  bronchosposnc 
conditions  such  os  bronchiol  osrhmo,  chronic  bronchitis,  and 
pulmonory  emphysemo. 

Wornings;  Do  nor  odminister  more  frequently  thon  every 
6 hours,  or  within  1 2 jjifours  ofter  rectol  dose  of  any  prep- 
aration contoining  theopthylline  or  ominophyllme.  Do  not 
give  other  compounds  contoining  xanthine  derivotives 
concurrently. 

Precoutions;  Use  with  caution  in  potienrs  with  cordioc 
disease,  hepatic  or  renol  impoirment.  Concurrent  odminis- 
trorion  with  cerroin  ontibiotics,  i.e.  clindomycin.  erythromy- 
cin, rroleondomycin,  may  result  in  higher  serum  levels  of 
theophylline.  Plosmo  prothrombin  ond  focror  V moy 
increase,  but  ony  clinicol  effect  is  likely  to  be  small.  Metabo- 
lites of  guaifenesin  moy  contribute  to  increased  urinory 
5-hydroxyindoleocetic  ocid  reodings.  when  determined 
wirh  nitrosonophtol  reogent  Safe  use  in  pregnoncy  hos  nor 
been  estoblished.  Use  in  cose  of  pregnoncy  only  when 
deorty  needed. 

Adverse  Reactions;  Theophylline  moy  exert  some  stimulat- 
ing effect  on  the  central  nervous  system.  Its  odminisrrorion 
may  couse  locol  irritotion  of  the  gastric  mucoso.  with  possi- 
ble gastric  discomfort,  nouseo,  ond  vomiting.  The  frequency 
of  odverse  reactions  is  reloted  to  the  serum  theophylline 
level  and  is  not  usuolly  o problem  or  serum  theophylline 
levels  below  20  /:/g/ml. 

How  Supplied : Copsules  in  bottles  of  1 00  and  1000  and 
unit-dose  pocks  of  100,  Elixir  in  bottles  of  1 pint  ond  1 goHon 
See  pockoqe  insert  for  complete  prescribinq  informotion. 
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PRESIDENT'S  MESSAGE 


Vote  November  7th 

Hiliary  H.  Henderson,  Jr.,  M.D. 

President 


The  right  to  vote  is  so  essential  to  our  form  of  government  I would  not  presume  to  lecture  you  on 
that  subject.  Nor  would  I presume  to  tell  you  for  whom  to  vote  in  the  general  election  coming  up 
Nov.  7th.  I certainly  trust  your  judgment  to  exercise  this  most  precious  of  all  individual  liberties  in  a 
free  society. 

However,  I think  I have  every  right,  as  your  fellow  physician  and  as  your  President,  to  urge  you  to 
exercise  that  right.  For  if  you  fail  to  take  the  few  minutes  it  will  require  to  make  your  opinion 
known,  and  counted,  you  will  have  failed  in  an  obligation  to  yourself,  your  colleagues,  the  citizens 
who  look  to  you  for  leadership,  and  to  your  profession. 

I need  hardly  tell  you  that  medicine  in  America  is  at  the  political  crossroads,  with  the  years  just 
ahead  the  most  critical  that  doctors  in  this  country  have  ever  known.  All  the  bluster  and  all  the  storm 
clouds  we  have  seen  so  far  are  just  a forecast  of  what  is  to  come— on  local,  state  and  national  levels, 
according  to  the  best  judgment  of  medical  leaders  across  the  country. 

By  head  count  alone,  physicians  are  a very  small  minority  in  the  state  and  the  nation.  But 
politicians  regard  us  as  very  important,  out  of  all  proportion  to  our  numbers,  because  we  are  considered 
opinion-makers  near  the  top  of  all  professional  groups  by  those  who  make  politics  their  bread  and 
butter.  Other  professionals  so  regarded  are  bankers,  leading  attorneys,  outstanding  ministers,  etc. 

But  political  experts  say  that  a well-informed  physician— because  he  is  looked  to  for  leadership  in 
his  community  and  because  he  is  in  such  close  contact  with  so  many  patients,  who  are  in  turn  in 
contact  with  relatives  and  friends— is  considered  vital  to  any  political  movement. 

In  other  words,  the  politicians  take  us  very  seriously.  It  seems  plain  to  me  that  we  should  start 
thinking  of  ourselves  as  seriously  as  the  political  candidates  think  of  us. 

And  how  can  we  do  that,  if  we  don't  discuss  the  issues  of  the  day  with  other  opinion-makers  and 
with  anyone  who  asks  our  opinion?  1 am  not  saying  you  should  take  the  stump  and  get  involved  in 
partisan  campaigns  unless  that  is  your  inclination.  I am  saying  that  you  should  be  every  bit  as  honest 
about  your  political  convictions,  whatever  they  are,  as  other  community  leaders  are. 

And  you  should  vote  in  every  election. 

If  you  haven't  been  doing  that  before  now,  what  better  beginning  than  the  general  election?  Here 
in  the  Deep  South,  ruled  by  one-party  politics  for  so  many  years,  the  general  election  has  been  a joke, 
until  recently. 

It  has  been  ignored  by  everyone  so  long,  except  in  presidential  election  years,  any  effort  to  make 
our  political  system  really  competitive  has  failed.  Those  who  wanted  to  offer  themselves  as  alternative 
voices  have  been  discouraged  from  trying  because  no  one  seemed  to  care. 

We  should  care  and  we  should  let  it  be  known  that  we  care.  I am  not  urging  you  to  vote  for  one 
party  or  another,  any  more  than  I would  think  of  telling  you  which  candidate  to  support.  All  I am 
saying  is  VOTE. 

By  your  interest,  by  your  presence  at  the  polls  Nov.  7,  when  there  will  be  far  few  voters  than  in  the 
September  primaries,  you  will  show  that  you  care  and  that  all  physicians  care. 

And  I can't  think  of  any  better  time  in  our  professional  history  than  now  to  demonstrate  that. 
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Table  1 


SPMC  GRADUATES  1976-1978 


Primary  Care  Disciplines  Other  Disciplines 


Family  Practice 

16 

Anesthesiology 

1 

Orthopedic  Surgery 

1 

Internal  Medicine 

8 

Flexible 

10 

Pathology 

1 

Obstetrics/Gynecology 

2 

Categorical  Medicine  1 

Psychiatry 

3 

Pediatrics 

3 

Ophthalmology 

1 

Radiology 

2 

Orthopedics 

1 

Surgery 

3 

TOTAL 

29 

TOTAL 

24 

Dean's  Report: 

Five  Year 
Summary 

by  SILAS  GRANT,  M.D. 
Associate  Dean,  School  of 
Primary  Medical  Care, 
The  University  of 
Alabama  in  Huntsville 


Five  years  ago  this  fall  the  School  of 
Primary  Medical  Care  of  The  Universi- 
ty of  Alabama  in  Huntsville  received 
its  first  medical  students.  True,  there 
were  just  five  of  them  and  they  were 
coming  to  Huntsville  from  Birming- 
ham for  short-term  electives  only; 
nonetheless,  the  School  of  Primary 
Medical  Care  was  a year  ahead  of 
schedule  in  having  any  medical  stu- 
dents at  all. 

Furthermore,  they  were  the  first 
medical  students  that  UAH  and  North 
Alabama  could  call  its  own,  even  for  a 
month  or  two.  Excitement  rippled  for 
days  ahead  through  the  two  trailers  on 
the  UAH  campus  that  at  that  time 
housed  all  of  the  School  of  Primary 
Medical  Care  except  the  Family  Prac- 
tice Center. 

Approving  murmurs  about  "white 
coats"  echoed  (with  suitable  academic 
restraint)  through  conveniently  open 
office  doors  in  Madison  Hall,  the  main 
UAH  administration  building,  as  the 
Five  assembled  in  the  President's  Con- 
ference Room  on  a sunny  October 
morning  to  be  welcomed  and  briefed. 

The  momentum  has  been  strong.  We 
have  seldom  paused  and  looked  back 
at  that  October  day  in  1973.  With  a 
sudden  sense  of  accumulating  a history 
we  note  that  one  of  those  hardy  five 
students,  having  duly  graduated  from 
the  University  of  Alabama  School  of 
Medicine,  has  gone  on  to  complete  the 
three-year  UAH  Huntsville  Hospital 
Family  Practice  Residency  Program 
and  has  been  practicing  since  July  in 
Scottsboro,  where  he  took  his  family 
medicine  elective  five  years  ago.  As 


this  report  is  in  process,  we  are  wel- 
coming the  second  permanent  Dean, 
Dr.  Colin  Campbell,  who,  we  realize 
with  a jolt,  has  no  first-hand  acquaint- 
ance with  that  memorable  October 
morning  nor  with  any  of  the  five  years 
in  between. 

Taking  Stock 

It's  not  a bad  thing  at  this  point  to 
do  some  stock-taking,  for  the  new 
Dean  and  for  those  of  us  who  have 
been  on  hand  since  the  school  began 
operation.  A total  of  53  students  who 
have  graduated  from  the  University  of 
Alabama  School  of  Medicine  classes  of 
1976,  1977,  and  1978  have  received 
their  clinical  training  (last  two  years  of 
medical  school)  at  the  UAH  School  of 
Primary  Medical  Care. 

Numerous  others  have  done  core 
rotations  or  clinical  electives  as  guest 
students  in  Huntsville.  The  two-year 
clinical  program  at  this  school  is  in- 
tended to  prepare  students  to  enter 
approved  residencies  in  any  discipline 
recognized  by  the  AMA  Council  on 
Medical  Education.  All  of  the  53 
students  who  have  completed  this  pro- 
gram have  been  placed  in  residencies, 
48  (91%)  in  one  of  their  choices  of 
residency  programs. 

One  of  the  goals  of  the  SPMC 
undergraduate  medical  education  pro- 
gram is  to  demonstrate  the  primary 
care  disciplines  as  viable  career  op- 
tions. To  date,  29  of  the  53  students 
who  have  completed  the  SPMC  clinical 
education  program  are  in  residencies 
usually  classified  as  primary  care.  (See 
table  1.) 
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Of  the  remaining  24  graduates,  the 
majority  of  the  10  who  are  in  flexible 
residencies  have  indicated  a preference 
for  primary  care  specialties.  The  other 
14  graduates  are  in  residencies  in  more 
traditional  disciplines  (anesthesiology, 
categorical  medicine,  ophthalmology, 
orthopedics  and  orthopedic  surgery, 
pathology,  psychiatry,  radiology,  sur- 
gery). 

Six  of  the  School  of  Primary  Medi- 
cal Care  graduates  now  in  family  prac- 
tice residency  programs  are  among  the 
34  residents  currently  enrolled  in  the 
UAH-Huntsville  Hospital  Family  Prac- 
tice Residency.  The  Huntsville  pro- 
gram was  the  first  approved  family 
practice  residency  in  Alabama  and  the 
first  to  graduate  residents.  Most  of 
those  residents  from  the  program  as  of 
June  30  of  this  year  are  practicing  in 
the  region.  (Table  2.) 

Of  the  12  graduate  and  former 
residents  practicing  in  Alabama,  8 
were  originally  from  Alabama  and 
seven  of  the  eight  received  their  M.D. 
degrees  from  the  University  of  Ala- 
bama School  of  Medicine.  Two  more 
resident  graduates  who  received  their 
M.D.  degrees  from  the  University  of 
Alabama  School  of  Medicine  are  prac- 
ticing elsewhere,  one  in  Tennessee  and 
one  as  a medical  missionary  in 
Colombia,  South  America. 

Considering  the  need  for  family 
doctors  is  even  greater  there,  we  take 
pride  in  helping  the  meet  that  need. 
Our  five  remaining  resident  graduates 
who  are  practicing  out  of  state  are  all 
back  in  their  home  states  - two  in 
Tennessee,  one  in  Mississippi,  and  two 
in  Kentucky. 

Table  3 shows  the  type  of  practice 
and  the  size  of  the  community  for  our 
16  graduate  residents  who  are  in  Ala- 
bama and  nearby  states.  As  indicated, 
12  are  practicing  in  towns  with  popu- 
lations of  30,000  or  less,  none  in  cities 
of  30,000  to  100,000  people,  and  four 
in  cities  with  population  over  100,000. 
Those  practicing  in  towns  of  less  than 
30,000  usually  serve  a patient  popula- 
tion extending  geographically  well  be- 
yond the  town  where  the  practice  is 
located.  It  is  worth  noting  that  one  of 
our  residents  who  is  in  a group  prac- 
tice in  a town  of  less  than  30,000  (Red 
Bay,  Alabama)  is  a Texan  who  has 
gone  into  practice  with  his  former 


preceptors  in  the  two-month  rural 
preceptorship  in  North  Alabama  that 
is  required  of  all  our  third-year  resi- 
dents. 

Farflung  Faculty 

The  two  physicians  in  Red  Bay  who 
serve  as  preceptors  in  the  Family 
Practice  residency  program  are  just 
two  of  nearly  150  physicians  and 
health  care  professionals  across  North 
Alabama  who  serve  as  Clinical  Faculty 
for  the  School  of  Primary  Medical 
Care  on  a volunteer  basis.  Many  of 
these  physicians  have  been  assisting  in 
developing  and  teaching  the  student 
and  resident  curricula  for  five  years  or 
more.  The  school's  full-time  and  part- 
time  faculty  appointments  now  total 
53;  distributed  as  follows;  Community 


Medicine,  7;  Dermatology,  1;  Family 
Medicine,  10;  Internal  Medicine,  5; 
Medical  Sociology,  1;  Obstetrics  and 
Gynecology,  4;  Pathology,  2;  Pediat- 
rics, 11;  Psychiatry,  4;  Radiology,  1; 
Surgery,  7. 

The  School's  faculty,  administration 
and  support  staff  are  now  based  in  two 
adjoining  buildings,  the  UAH  Ambula- 
tory Care  Center  and  the  new  UAH 
Clinical  Science  Center,  across  the 
street  from  Huntsville  Hospital  in 
Huntsville's  Medical  District.  The  Am- 
bulatory Care  Center  continues  to 
serve  as  the  school's  main  educational 
and  patient  care  facility  and  as  head- 
quarters for  the  UAH-Huntsville  Hos- 
pital Family  Practice  Residency  Pro- 
gram. 

The  Clinical  Science  Center  serves  as 


Table  2 

PRACTICE  LOCATIONS 

(17  GRADUATE  AND  2 FORMER  RESIDENTS) 

ALABAMA 

TENNESSEE 

MISSISSIPPI 

KENTUCKY 

Alabaster  2 

Fayetteville  1 

Quitman  1 

Columbia 

1 

Gadsden  1 

Oak  Ridge  2 

Richmond 

1 

Huntsville  4 
Madison  1 
Moulton  1 
Red  Bay  1 
Scottsboro  2 

12 

3 

1 

2 

Sub  -total 

18 

Colombia,  South  America 

1 

Total 

19 

Table  3 


Community 


COMMUNITY  AND  PRACTICE  SIZES 
(16  Graduate  Residents  Practicing  in  this  Region) 

Practice 


Under  30,000 
30,000-  100,000 
Over  100,000 
Total 


Solo 

2 

1 


FP  Group 
8 

1 


Federal  Medicine  E.R. 

2 


16 
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the  school's  medical  student  head- 
quarters, with  the  office  of  medical 
student  affairs,  student  recreation  and 
study  areas,  and  a large  lecture  hall  all 
conveniently  located  on  the  ground 
floor.  Near  the  student  areas  is  a 6,000 
square-foot  Health  Sciences  Library, 
which  had  already  established  itself  as 
a community  resource  for  physicians 
and  other  health  professionals  when  it 
was  in  much  smaller  temporary 
quarters  in  the  Ambulatory  Care  Cen- 
ter. 

The  second  floor  of  the  new  build- 
ing houses  administration  and  faculty 
offices  and  laboratories;  we  will  now 
be  able  for  the  first  time  to  conduct 
biomedical  research  in-house.  The  first 
research  projects  in  the  new  labs  will 
be  conducted  by  tbe  faculty  in  surgery 
and  pediatrics.  The  surgery  laboratory 
will  be  used  for  tumor  research,  en- 
zyme evaluation,  and  continued  work 
on  the  arterial  venous  shunt.  The 
pediatrics  faculty  will  be  working  in 
immunology  and  diagnostic  virology. 
This  will  be  the  only  human  virus  lab 
in  the  area. 

Story  of  Progress 

We've  come  a long  way  since  the 
two  trailers  on  the  UAH  campus  and 
the  first  location  of  the  Family  Prac- 
tice Center  in  a small  rented  building. 
Whatever  we  have  achieved  of  lasting 
worth  would  not  have  been  possible 
without  the  extraordinary  dedication, 
competence,  and  generosity  of  a great 
many  people  in  Huntsville  and 
throughout  North  Alabama. 

Foremost  among  this  group  have 
been  our  supporters  from  UAH  and 
the  University  of  Alabama  System 
Medical  Education  Program  Ad- 
ministration. The  list  would  include 
many  others  — our  hard-working  vol- 
unteer faculty  and  a host  of  other 
physicians,  administrators  and  staffs  of 
hospitals  and  service  agencies,  and 
individuals  and  groups  in  other  profes- 
sional areas  who  have  given  time, 
money,  and  moral  support  to  the 
programs  of  this  school. 

With  their  help,  the  UAH  School  of 
Primary  Medical  Care  will  continue  to 
supply  more  physicians  and  services 
for  Alabama.  □ 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caTis  lumhiicoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  ^tg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SCOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions;  an- 
orexia, nausea,  vomjting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups'“of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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. . in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects'! 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


'‘The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


•This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

fSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N M : Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 
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Bentyf 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION, 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  DF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION 


Based  on  a review  ol  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  ofher  informa- 
fion.  FDA  has  classified  fhe  following  indicafions  as  "prob- 
ably " effective 

May  also  be  useful  in  fhe  iiiifable  bowel  syndrome 
(irrifable  colon,  spasfic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders), and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon) 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infanf  colic  (syrup). 

Final  classificafion  of  fhe  less-fhan-effective  indications 
reguires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (lor  example,  bladder 
neck  obsiruction  due  lo  proslatic  hypertrophy);  obstructive 
disease  of  fhe  gastroinfeslinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmenfal  femperafure,  heaf  prosfrafion 
can  occur  wifh  drug  use  (fever  and  heaf  sfroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  fhis  drug  PRECAUTIONS  Although  studies 
have  failed  lo  demonsfrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  palienis  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  ol  having  glaucoma  or  proslatic  hypertrophy  Use  with 
caution  in  patients  with  autonomic  neuropathy,  hepatic  or  renal 
disease,  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension, 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  ih  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention,  blurred  vision  and  tachycardia, 
palpitations,  mydriasis,  cycloplegia.  increased  ocular  tension, 
loss  of  taste,  headache,  nervousness,  drowsiness,  weakness, 
dizziness,  insomnia,  nausea,  vomiting,  impotence;  suppression  of 
lactation,  constipation,  bloated  feeling,  severe  allergic  reaction  or 
drug  Idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations,  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient  s 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  svrup  Adults  1 or  2 
capsules  or  teaspoonluls  syrup  three  or  lour  times  daily  Children 
1 capsule  or  teaspoontui  syrup  three  or  four  times  daily  Inlanis  'k 
teaspoonlul  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mo  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Iniection  Adults  2 ml  (20  mg  ) every  lour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  ol  the  mouth,  difliculty  in  swallowing.  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  it  Bentyl 
with  Phenobarbital  has  been  ingested  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  ot  October.  1976 
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Califano’s  Arrogance 
Editor,  The  Journal: 

Health,  Education  and  Welfare  Secretary  Califano's 
"anti-inflation"  measures,  outlined  to  a Washington  news 
conference  recently,  constitute  the  most  flagrant  abuse  of 
citizens  by  a cabinet  officer  in  the  history  of  the  United 
States. 

His  aim  to  "cap"  hospital  revenue  increases  at  9%  a year 
is  unrealistic  because  of  the  inflationary  fires  of  federal 
spending.  His  claim;  "It  would  save  the  nation  $56  billion 
within  five  years." 

Mr.  Califano's  crystal  ball  is  a bit  opaque,  considering 
that  HEW  has  lost  track  of  $7  or  $8  billion  inside  its  own 
machinery  in  the  past  year.  What  is  more  sure,  is  that 
getting  rid  of  the  machinations  of  the  Carter  Ad- 
ministration would  result  in  a quarter-trillion-dollar  saving 
to  the  nation  in  one  year! 

Since  when  has  a cabinet  officer  dictated  prices  for 
medical  equipment  and  laboratory  tests?  Since  when  has  a 
cabinet  officer,  a non-physician,  made  such  medical  judge- 
ments as  computer  screening  to  "flag"  unnecessary  health 
services?  Since  when  has  a non-physician  set  the  length  of 
hospital  stays  and  specified  medical  testing?  Since  when  has 
a cabinet  officer  dared  dictate  who  should  have  a second 
opinion  on  contemplated  surgery?  Should  not  the  patient 
at  least  be  consulted? 

Since  when  has  a cabinet  officer  so  meddled  with 
government  contracts?  (i.e.,  for  Medicare-Medicaid  "to 
make  them  more  competitive,"  as  if  only  Califano  can 
decide  what  is  "competitive!")  Since  when  has  a cabinet 
officer  dictated  to  the  states  how  much  notice  they  must 
give  before  increasing  Medicaid  fees? 

And  since  when  has  a cabinet  officer  tried  to  influence 
the  States'  Governors  to  promote  the  substitution  of  cheap 
drugs,  and  coerce  state  employees  and  medicaid  bene- 
ficiaries to  enroll  in  Health  Maintainence  Organizations? 

These  are  ostensibly  but  not  actually  cheaper  than 
conventional  health  services,  not  to  mention  antithetic  to 
individual  medical  practitioners. 

Since  when  has  a cabinet  officer  threatened  private 
citizens  with  federal  controls,  i.e.,  doctors  who  do  not  bend 
to  Califano's  idea  of  "cost  cutting"?  Since  when  does  a 
cabinet  officer  demand  that  doctors  maintain  a registry  of 
fees  and  services,  and  exhibit  a "willingness"  to  accept 
patient  loads  and  medicare-Medicaid  patients  at  the  behest 
of  the  Secretary  of  HEW? 

Aside  from  the  merits  or  demerits  of  accepting  any 
patients,  should  not  doctors  have  free  choice  of  those  they 
wish  to  care  for?  Or  are  they  to  accede  to  the  demands  of 
this  draconian  cabinet  officer? 

Not  since  the  Star  Chamber  Courts  of  the  Tudor  kings 
has  a cabinet  officer  dared  to  exert  his  will  on  supposedly 
free  members  of  a profession.  One  can  just  see  the  reaction 

CONTINUED  ON  PAGE  16 
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Diabetes  In  History 

Another  great  moment  in  the  history  of  diabetes  has  arrived.  The  development  of 
the  production  of  "human"  insulin  by  microorganisms  and  the  opening  of  the 
Diabetes  Research  and  Training  Center,  UAB  Medical  Center,  Birmingham, 
constitute  the  first  giant  step  forward  since  Banting  and  Best. 

These  two  events  will  surely  mark  1978  in  medical  history. 

History  is  of  value  only  when  put  to  use.  Progress  or  downfall  results  from 
heeding  or  ignoring  the  lessons  of  history.  Esau  of  the  Old  Testament  has  been 
diagnosed  as  a sufferer  of  hypoglycemia.  About  1500  B.C.  in  Egypt  polyuria  was 
described.  The  Ebers  Papyrus  of  that  period  have  been  translated:  "urine  which 
runs  too  often." 

In  the  First  Century  A.D.,  Aretaeus,  the  Cappadocian,  wrote:  "Diabetes  is  a 
wonderful  affection  — being  a melting  down  of  the  flesh  into  urine."  The  disease 
got  its  name  from  a greek  word  meaning  a syphon.  Galen  referred  to  diabetes  by 
that  name  and  also  called  it  dropsy  of  the  chamber  pot.  It  was  William  Cullen, 
founder  of  the  Medical  School  at  Glasgow,  Scotland,  who  added  the  adjective 
mellitus  to  it. 

The  ancient  Greek  physicians  recognized  diabetes.  They  offered  diabetic  urine  to  ants  and  recognized  the  sugar  in  the 
urine.  They  treated  diabetes  by  limiting  food  intake.  Charaka  wrote  2,000  years  ago:  "...the  urine  in  this  variety  looks 
like  the  expressed  juice  of  the  sugar  cane." 

The  ancient  physicians  wrote  that  diabetes  was  prevalent  in  Egypt  and  the  Middle  East  but  not  seen  in  Spain  and  the 
colder  countries  to  the  north. 

All  this  knowledge  (history)  was  lost  during  the  dark  ages.  It  was  in  the  mid  Seventeenth  Century  that  Sir  Thomas 
Willis  (more  famous  for  his  discovery  of  the  Circle  of  Willis)  publicized  the  sweetish  taste  of  diabetic  urine.  At  about 
the  same  time,  Richard  Morton,  an  English  physician,  concurred  in  the  sweet  taste  of  diabetic  urine  and  also  pointed 
out  the  role  of  heredity  in  diabetes.  Pearls  lost  for  2,000  years  had  been  rediscovered. 

During  this  same  century,  J.  C.  Brunner,  a Swiss,  began  experiments  on  the  pancreas.  Brunner  removed  the  pancreas 
glands  from  dogs  and  reported  that  they  developed  extreme  thirst  and  polyuria. 

During  the  1800s,  W.  Prout  first  described  diabetic  coma.  Addisan  first  described  xanthoma  diabeticorum.  Richard 
Bright  wrote  his  accounts  of  pancreatic  diabetes  and  pancreatic  steatorrhea.  Paul  Langerhans  discovered  and  described 
the  islets  of  Langerhans,  so  named  for  him  24  years  later  by  the  French  histologist,  Gaguesse. 

Appollinaire  Bouchardat  (1806-1886)  deserves  special  comment.  He  was,  according  to  Joslin,  the  first  clinician  to 
offer  hope  to  diabetics.  He  devised  tests  for  glucosuria,  invented  gluten  bread,  and  advised  treatment  by  diet.  There  was 
some  arresting  of  the  ravages  of  diabetics  so  that  some  lived  long  enough  to  die  of  something  else. 

Over  the  years,  knowledge  gained  in  anatomy,  histology,  chemistry  and  physiology  led  to  plodding  progress  toward 
more  sensational  discoveries.  The  contributors  are  many.  The  prizes  and  acclaims  given  them  are  numerous  and  well 
deserved. 

The  first  giant  step,  like  the  first  rocket  to  the  moon,  came  in  1921.  The  famous  co-workers.  Banting  and  Best, 
discovered  and  isolated  insulin.  This  is  but  yesterday  in  the  long  search.  Now  in  1978  a second  giant  step  has  begun. 

But,  questions  always  remain.  Has  the  availability  of  insulin,  and  improved  therapeutics  in  general,  led  to  the 
startling  increase  in  the  incidence  of  diabetes  mellitus?  Is  it  really  approaching  epidemic  in  occurrence  in  the  adult 
population?  Will  all  Americans  have  the  hereditary  predisposition  to  this  defect  in  metabolism  by  the  year  2000?  Has 
the  relative  deficiency  of  indogenous  insulin  really  anything  to  do  with  the  etiology?  Is  a virus  involved?  What  role  does 
the  autoimmune  system  play? 

Questions,  questions.  Some  now  pondering  them  will  surely  live  to  see  answers.  They  will  learn  the  lessons  of  history. 
And  others,  yet  unborn,  will  reap  the  benefits  and  themselves  continue  worthy  contributions  to  history. 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA  15 


OCTOBER  1978 


jlTTERS 


CONTINUED  FROM  PAGE  14 

of  lawyers  if  Mr.  Califano  demanded  their  fee  schedules  as 
well  as  their  panel  servitude  to  legal  representation  of 
whatever  litigants  were  judged  fit  by  the  Attorney  General. 

Mr.  Califano  has  gone  far  beyond  the  bounds  of 
constitutionality  in  these  matters.  He  is  clearly  threatening 
physicians  with  total  loss  of  due  process  if  they  resist  the 
measures  he  is  foisting  on  them. 

Moreover,  the  man  is  insatiable  in  his  demands.  Witness 
his  criticism  of  three  of  the  organizations  who  have  been 
most  willing  to  cooperate  with  federal  controls,  namely. 
The  American  Medical  Association,  The  American  Hospital 
Association,  and  the  Federation  of  American  Hospitals. 
Says  Califano: 

"It  doesn't  look  to  me  as  if  there  is  much  voluntary 
restraint."  (i.e.,  to  hold  down  costs.)  And,  "The  hospital 
industry  wants  to  raise  prices  at  will." 

It  should  be  clear  to  organized  medicine  and  its  ancillary 
"industries"  (I  could  tear  the  word),  that  Califano  is  and 
will  be  no  more  moved  to  satiety  than  was  Hitler  when  it 
came  to  the  Jewish  question.  Yet  these  abject  people,  in  the 
hope  that  Califano  will  eat  them  last,  will  persist  in 
cooperating  with  him. 

Wasn't  it  Jean  Paul  Sartre  who  said: 

"I  hate  victims  who  respect  their  executioners.?" 

O.  G.  Burkart,  M.D. 

Auburn,  Alabama 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows 
■'Possibly"  effective  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction,  hypersensitivity  to  chlor- 
diazepoxide  HCI  and/or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g . operating  machinery,  driving)  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially,  increase 
gradually  as  needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors. phenothiazines  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function  Paradoxi- 
cal reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression,  suicidal  tendencies  may  be 
present  and  protective  measures  necessary  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants,  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax 
When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated. avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction, changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agranulo- 
cytosis). jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI.  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  / e , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and  or  low  residue  diets 
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in  pnaryngitis  ana  tonsillitis 

...prompt  temporary  relief 
of  pain  even  before 
patients  leave 
your  office. 


CEPASTAT 

mouthwash/gargle/sore 
throat  lozenges 


Merrell 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 

CEPASTAT  in  your 
treatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 


A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 
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Juvenile-Onset 

Diabetes 


“Rhonda  was  nine  when  it 
was  discovered  that  she  had 
the  disease. ..had  it  been 
before  1921  and  the  isolation 
of  insulin,  her  prognosis 
would  have  been  dim  indeed... 
now,  the  future  holds  even 
greater  promise  for  the 
Rhondas  who  will  come 
after  her...” 


A Classic  Study  In  Alabama 


By  WILLIAM  H.  McDONALD 

Rhonda  Vines,  16,  pictured  on  this 
month's  cover,  has  lived  with  juvenile 
onset  diabetes  more  than  half  her  life. 

She  was  9 when  it  was  discovered 
she  had  the  disease.  Before  the  isola- 
tion of  insulin  in  1921-22  by  Ca- 
nadians Frederick  G.  Banting  and 
Charles  H.  Best,  her  prognosis  would 
have  been  dim  indeed. 

But  the  future  holds  even  greater 
promise  for  the  Rhondas  who  will 
come  after  her— even  though,  some 
scientists  say,  by  the  year  2000  virtual- 
ly the  entire  United  States  population 
will  have  the  genetic  predisposition  for 
diabetes. 

That  would  be  an  alarming  projec- 
tion were  it  not  for  the  fact  that 
intervention  by  science  seems  more 
probable  now  than  ever. 

One  researcher  is  in  the  multidis- 
ciplinary team  at  the  Diabetes  Re- 


search and  Training  Center,  at  the 
Birmingham  Medical  Center,  predicted 
that  a determination  of  the  cause  of 
juvenile  onset  diabetes  (JOD)  and  pre- 
vention would  come  well  before  there 
is  a cure. 

That  is  likely,  he  said,  because  of 
the  mass  of  research  that  has  just  come 
to  focus  from  several  directions  on  the 
disease.  It  is  almost  certainly  of  viral 
etiology,  in  combination  with  a genet- 
ic predisposition  now  being  better 
understood  in  studies,  already  in 
progress  at  the  Diabetes  Center,  on  an 
exciting  new  frontier  called  HLA,  for 
human  leukocyte  antigens. 

Genetic  Markers  At  Birth 

It  is  something  stronger  than  an 
hypothesis  now  that  HLA  predetermi- 
nations at  the  molecular  level  may 
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control,  at  birth,  an  individual's  vul- 
nerability to  certain  diseases,  including 
diabetes. 

JOD  comes  on  suddenly  in  most 
cases,  like  other  classic  diseases  of 
childhood.  It  is  believed  now  that 
genetic  coding,  in  consort  with  some 
environmental  agent,  such  as  a virus, 
and  perhaps  other  factors  as  well,  may 
be  accountable  for  the  disease.  Suspi- 
cion is  not  limited  to  mumps  as  one  of 
the  triggering  viruses,  a circumstantial 
association  noted  by  pediatricians  for 
years. 

Tantalized  by  the  proliferation  of 
new  information  on  JOD,  scientists  of 
all  disciplines  have  thrown  themselves 
into  an  all-out  attack  on  the  disease 
from  many  fronts.  Involved  are  virolo- 
gists, endocrinologists,  epidemiolo- 
gists, microbiologists,  and  virtually 
every  other  discipline. 

Where  once  medical  science  had 
been  fatalistic  about  diabetes,  assign- 
ing it  the  label  of  a "chronic"  disease, 
this  view  has  been  exploded  in  very 
recent  years. 

In  the  1950s,  for  the  first  time  in 
the  history  of  the  planet,  infectious 
diseases  ceased  to  be  the  major  cause 
of  death  worldwide.  The  so-called 
"chronic"  diseases  then  became  the 
major  cause  of  death  in  the  developed 
nations  (although  infectious  diseases 
are  still  dominant  in  undeveloped  parts 
of  the  world). 

This  global  mortality  occurrence 
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1]  The  eight-story  Diabetes  Research  Center,  7th 
Avenue  and  18th  Street,  in  the  heart  of  the  DAB  Medical 
Center.  It  is  the  only  facility  of  its  kind  in  the  country. 

2]  Buris  R.  Boshell,  D.V.M.,  M.D.,  was  a full  professor 
at  age  37  when  he  decided  he  wanted  something 
different  in  life— “a  benign  dictatorship”  in  research 
that  would  succeed  or  fail  on  his  efforts.  The  Diabetes 
Center  is  the  result.  3]  Jeffrey  M.  Roseman,  M.D.,  Ph.D., 
M.P.H.,  is  an  epidemiologist  charged  with  keeping  the 
jOD  registry  and  translating  out  to  physicians  across  the 
state  the  latest  information  on  diabetes.  4]  Ronald 

T.  Acton,  Ph.D.,  is  a Birmingham-born  scientist  who 
heads  the  Diabetes  Research  and  Training  Center’s  multi- 
disciplined  research  programs.  Dr.  Acton’s  background 
includes  specialty  study  at  Oxford.  He  is  also  a 
consultant  to  the  U.S.  space  program. 


gave  science  a breathing  spell.  Atten- 
tion inevitably  turned  to  the  chronic 
diseases,  including  diabetes  in  both  its 
major  forms  — juvenile  onset  and 
maturity  onset.  (A  heated  controversy 
is  now  raging  over  categorization, 
some  preferring  such  terms  as  insulin- 
dependent,  non-insulin-dependent; 
obese,  non-obese;  ketosis-prone,  non- 
ketosis-prone; and  so  on.  As  much 
semantics  as  science  may  be  involved 
in  some  of  this.) 

Third  Leading  Cause  of  Death 

Diabetes  was  particularly  intriguing, 
and  urgent,  because  it  was  soon  dis- 
covered that,  instead  of  being  the  5th 
leading  cause  of  death,  it  was  the  3rd, 
behind  cancer.  People  had  been  dying 
of  cardiovascular  disease,  kidney  dis- 
ease, etc.  when  diabetes  was  the  under- 
lying cause.  New  methods  of  reporting 
revealed  this  to  be  true. 

Also,  cancer  was  the  second  leading 
cause  of  blindness,  a major  reason  for 
amputations,  etc. 

Insulin,  as  great  as  was  the  contribu- 
tion of  Banting  and  Best,  is  not  a cure. 
It  lessens  complications  and  prolongs 
life,  but  complications  down  the  way 
remain  severe.  The  child  with  JOD  still 
has  an  average  of  14  years  subtracted 
from  his  life,  and  many  other  deduc- 
tions from  the  quality  of  life. 

Insulin  is,  in  short,  no  final  solution, 
some  say.  Many  scientists,  encouraged 
by  the  wealth  of  new  information  on 


JOD,  are  persuaded  that  prevention 
will  come  before  a cure,  conceivably 
by  a vaccine.  Maturity  onset  diabetes 
has  certainly  not  been  forgotten,  but 
the  present  encouragement  is  directed 
toward  JOD,  now  believed  to  be  raging 
in  epidemic  proportions  like  polio  in 
its  worst  years. 

One  recognized  reason  for  this,  and 
the  basis  for  the  projection  that  the 
entire  population  will  be  genetically 
predisposed  to  JOD  by  the  end  of  the 
century,  is  an  unsuspected  penalty  of 
insulin. 

Although  the  work  of  Banting  and 
Best  has  been  a life-saver  for  thousands 
of  children,  JOD  was  thought  to  be 
passing  from  the  scene  in  the  1920s. 
Insulin  prolonged  the  lives  of  those 
who  contracted  JOD,  enabling  them  to 
live  through  the  reproductive  years. 
They  became  parents  instead  of  dying 
out,  passing  their  genetic  predisposi- 
tion on  to  their  offspring,  making 
them,  in  turn,  vulnerable  to  whatever 
environmental  factors,  including 
viruses,  must  coexist  to  produce  JOD. 

The  exponential  growth  in  the  basic 
sciences  in  the  50s,  60s  and,  now  in 
the  70s,  also  contributed  to  the  sud- 
denly swelling  knowledge  about  JOD 
and  other  diseases  heretofore  con- 
sidered "chronic.” 

It  may  have  been  little  more  than 
coincidence  that,  in  the  middle  of  this 
growth  period,  the  Diabetes  Trust 


Fund  was  founded  in  Birmingham. 
Looking  back  these  13  years  later— 
with  the  magnificently  appointed  and 
equipped  eight-story  Center  a going 
concern,  the  only  facility  of  its  kind  in 
the  country— it  had  to  have  been  more 
than  that. 

Blind  Alley  at  37 

The  man  responsible  for  the  Center 
is  Buris  R.  Bushell,  M.D.  He  got 
interested,  he  now  freely  admits,  be- 
cause he  thought  his  professional  life 
as  a professor  at  UAB  had  entered  a 
blind  alley  at  age  37,  in  the  1960s. 

He  was  tired  of  Veterans  Adminis- 
tration red  tape  as  chief  of  medical 
services  at  the  Birmingham  VA,  and 
not  at  all  ecstatic  about  the  prospects 
for  academic  advancement  as  a medi- 
cal professor.  He  didn't  love  adminis- 
tration, he  decided,  and  would  never 
have  been  happy  as  a dean  or  depart- 
ment chairman. 

He  had  graduated  from  Auburn 
with  a B.S.  in  agriculture  in  1947, 
received  his  D.V.M.  two  years  later 
when  a venerable  vocational  agricul- 
ture professor  told  him  to  consider 
medicine.  He  did  and  won  his  M.D. 
from  Harvard  in  1953  after  trans- 
ferring from  UAB.  He  interned  and  did 
his  residency  at  Peter  Brent  Brigham 
Hospital,  Boston,  where  he  was  assist- 
ant director  of  the  diabetes  teaching 
unit.  He  started  out  in  cardiology  but 
was  sidetracked  in  diabetes.  ^ 
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1 ] Bruce  Barger,  Ph.D.,  heads  the  HLA  lab  where  phenotypic  characteriza- 
tions of  patients’  blood  cells  are  made.  He  is  reading  plates,  punching  ui 
tlie  information  on  cards.  The  plates  themselves  become  permanent 
records.  2|  Linda  Baker,  here  dispensing  the  agent  for  HLA  typing,  has 
more  than  a professional  interest  in  her  job.  She  is  a JOD  patient.  3]  The 
work  of  Caroline  S.  Pace,  Ph.D.,  is  so  sensitive,  a copper  screen  bird  cage 
around  her  instruments  shields  them  against  spurious  radiations  from  radio 
stations,  etc.  She  is  measuring,  in  millivolts,  the  electrical  currents  across 
the  Beta  cell  membrane  under  stimulation  with  glucose. 


A (Classic  Study 


With  all  this  behind  him,  he  resigned 
his  full  professorship  at  DAB  and  took 
a sabbatical,  1968-69,  to  examine 
what  he  wanted  to  do  with  his  life. 

"I  wanted  to  have  a place  small 
enough  where  success  depended  on  my 
ability  to  make  it  happen.  In  a sense,  I 
wanted  a benign  dictatorship,"  he 
said  recently  in  his  office  at  the 
Diabetes  Center. 

Whether  that  is  the  way  he  runs  the 
Center  as  Medical  Director  is  arguable, 
but  back  there  in  the  1960s  he  set 
about  achieving  his  goal.  What  has 
become  the  Diabetes  Trust  Fund  was 
then  a small  but  highly  motivated 
group. 

The  success  story  is  well  known, 
and  the  unique  Diabetes  Research  and 
Training  Center  is  its  enduring  monu- 
ment, funded  now  by  various  grants, 
including  state,  and  soon  perhaps  to  be 
designated  one  of  the  15  national 
diabetes  research  and  training  centers, 
under  the  National  Diabetes  Mellitus 
Research  and  Education  Act  of  1974 
(PL-93-354). 

Key  Associates 

The  first  five  floors  were  opened  in 
1974,  with  the  three  additional  floors 
completed  more  recently.  The  sixth 
floor  is  shelled  in. 

There  is  nothing  comparable  in  this 
country  — a free-standing  unit  contain- 
ing all  phases  of  research  and  treat- 
ment of  one  of  the  remaining  scourges. 

Serving  under  Dr.  Bushell  are  three 
key  Associate  Directors:  Ronald  T. 
Acton,  Ph.D.,  Research;  Jeffrey  M. 
Roseman,  M.D.,  Ph.D.,  M.P.H.,  Trans- 
lation; Rex  S.  Clements,  Jr.,  M.D., 
Clinical  Programs. 

All  the  physicians  and  scientists  are 
assembled  in  a grand  design  deliberate- 
ly intended  to  promote  cross-fertiliza- 
tion. On  any  given  day,  a clinician  may 
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be  seen  conferring  with  a virologist, 
microbiologist,  biochemist,  geneticist, 
or  pathologist  on  some  new  idea  or  old 
problem. 

"Translating"  all  this— preparing  it 
for  the  Alabama  physician  wherever  he 
is— will  be  the  increasingly  important 
job  of  Dr.  Roseman,  33. 

Born  at  Eglin  Field,  Fla.,  where  his 
psychologist  father  was  stationed  in 
1945,  Dr.  Roseman  received  his  B.S.  in 
biology  from  Antioch  College,  his 
Ph.D.  in  cellular  immunology  from  the 
University  of  Chicago,  his  M.D.  from 
the  Pritzker  School  of  Medicine,  Chi- 
cago, and  his  M.P.FI.  from  the  Univer- 
sity of  North  Carolina,  Chapel  Hill.  He 
also  held  post-doctoral  fellowships  in 
aging  and  immunology  & allergy  at 
Duke  University. 

Dr.  Roseman  is  also  charged  with 
the  responsibility  of  managing  the 
JOD  registry.  Now  that  JOD  has  been 
declared  a reportable  disease  by  the 
State  Committee  of  Public  Health, 
physicians  are  urged  to  cooperate  in 
what  may  well  be  a historic  medical 
inquiry,  longitudinal  in  concept. 

From  the  reporting  of  JOD,  Dr. 
Roseman  expects  to  see  the  first  sub- 
stantial data  ever  collected  in  this 
country  on  geographic  clustering 
(there  is  some  suspicion  of  this  al- 
ready); temporal  clustering  (fall  and 
winter  are  high  incident  seasons);  and 
the  viral  relationship,  if  it  exists. 

Prompt  Reporting 

For  the  last  reason,  principally,  he 
must  have  prompt  reporting,  so  his 
evaluation  teams  can  run  their  tests 
when  viral  agents  are  still  detectable. 
Dr.  Roseman  is  aware  of  the  physi- 
cian's problems  with  too  many  forms 
already: 

"We  know  there  is  resistance.  I am  a 
physician  and  I know.  It's  another 


piece  of  bureaucracy,  another  form  I 
have  to  fill  out. 

"But  this  is  not  going  to  be  any 
kind  of  bureaucratic  tool.  And  it's 
different  in  another  way  as  well.  We 
are  going  to  try  to  give  the  physicians 
something  for  the  information  they 
give  us.  The  information  will  not  be 
wasted.  We  have  a whole  big  research 
program  that  is  going  to  be  directed  at 
that  information. 

"The  registry  is  going  to  help  them 
better  manage  their  patients.  We  will 
tell  them  other  members  of  the  family 
that  should  be  watched.  It  doesn't 
really  help  you  treat  flu,  for  instance, 
to  know  about  that  epidemic,  but  this 
is  different. 

"The  tests  we  will  be  doing  are  not 
the  routine  tests  that  physicians  would 
be  doing.  We  will  be  giving  them 
information  they  could  not  otherwise 
get. 

"All  information  compiled  by  us 
will  be  returned  to  the  physician.  My 
job  is  to  translate  all  of  our  informa- 
tion out  to  people  taking  care  of 
patients.  We  will  offer  new  procedures 
that  will  aid  in  diagnosis  and  improve 
prognosis. 

"We  won't  be  doing  any  treatment 
in  this  clinic— just  the  evaluation.  If 
the  physician  wants  some  help  with 
treatment,  of  course  we'll  be  happy  to 
provide  that,  but  we're  not  taking  the 
patient  away  from  the  physician. 

"All  the  information  gotten  from 
this  clinic  will  be  returned  to  the 
physician." 

Alabama  is  ideally  suited  to  this 
study,  which  could  well  become  the 
model  for  the  country,  where  diabetes 
statistics  have  been  primitive.  For  one 
thing,  Alabamians  tend  to  stay  put. 
They  are  not  migratory,  and  they  tend 
to  live  near  where  they  were  born.  The 
ethnic  populations,  which  would  in- 


troduce other  variables,  are  small.  Al- 
so, Southerners  in  general  know  a lot 
about  their  families,  including  illnesses 
that  run  in  them.  Preliminary  data 
collection  has  demonstrated  an  amaz- 
ing awareness  of  which  family  member 
has,  or  at  one  time  had,  diabetes. 

The  Center  will,  with  sophisticated 
computer  technology,  construct  fami- 
ly trees,  which  will  demonstrate  mem- 
bers at  risk.  This  and  other  data  will  be 
communicated  to  physicians. 

Alabama  is  also  fertile  soil  for  test- 
ing the  hypothesis  that  pure  African 
blacks  never  had  JOD  (although  they 
did  have  maturity  onset  diabetes)  but 
acquired  JOD  from  white  genes.  The 
presence  of  this  acquired  JOD  genetic 
predisposition  in  American  Negroes 
may  throw  light  on  other  aspects  of 
the  disease,  not  just  as  it  affects 
blacks,  who  are  worst  hit  by  both  JOD 
and  MOD. 

JOD  may  also  have  sub-types,  sus- 
pected but  not  yet  proven.  Untold 
benefits  could  come  from  this  Ala- 
bama diabetes  study.  Dr.  Roseman 
believes. 

And  he  is  supported  in  this  by  Dr. 
Acton,  37.  A microbiologist  newly 
arrived  in  diabetes  research  because  of 
its  exciting  appeal  at  this  time  in 
history.  Dr.  Acton  was  born  in  Bir- 
mingham, received  his  Ph.D.  from 
UAB,  and  has  done  extensive  research 
in  heart,  cancer,  immunology  and 
rheumatology. 

There  is  a better  than  even  chance 
that  if  a major  breakthrough  comes  in 
JOD,  and  beyond  that,  MOD,  a large 
share  of  the  credit  will  go  to  the 
Birmingham  Center— and  to  the  Ala- 
bama physicians  who,  through  their 
participation  in  the  registry,  provided 
the  vital  keys  now  being  sought. 

All  to  the  end  that,  some  day,  no 
children  will  know  the  plight  of 
Rhonda  Vines.  please  turn  page 
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An  important  article, 
“Diagnosis  and  Treatment 
of  Diabetes  Mellitus,” 
by  Buris  R.  Boshell,  M.D., 
will  appear  in  the 
November  Journal. 
Dr.  Boshell  is  Director 
of  the  Diabetes  Research 
and  Training  Center, 
UAB  Medical  Center, 
Birmingham. 


The  JOD  Registry:  An  Alabama  First 

To  Alabama  Physicians: 

Alabama  has  recently  become  the  first  state  in  the  U.S.  to  declare  Juvenile 
Onset  Diabetes  Mellitus  (JOD)  a reportable  disease. 

We  feel  that  this  offers  the  health  community  in  Alabama  a unique 
opportunity  to  attack  this  disease,  which  plagues  the  afflicted  patients  all  their 
frequently  shortened  lives. 

At  UAB's  Diabetes  Research  and  Training  Center  (DRTC)  we  have  brought 
together  a multidisciplinary  team  of  clinicians  and  basic  scientists  who  direct 
their  attention  toward  the  many  aspects  of  JOD.  With  the  help  of  the  Alabama 
physicians,  new  cases  of  JOD  will  be  reported  directly  to  the  JOD  Registry 
under  my  direction.  All  cases  should  be  reported  to  the  following  address: 

JOD  Registry 

UAB  Diabetes  Research  & Training  Center 
1808  Seventh  Avenue  South 
Birmingham,  Alabama  35294 

If  the  primary  physician  agrees,  the  investigators  will  contact  a sample  of  such 
patients  and  their  families  in  order  to  conduct  a number  of  assessments  (HLA 
typing,  anti-insulin  and  anti-beta  cell  antibody  titers,  etc.).  We  believe  that  it  is 
important  to  evaluate  such  patients  as  early  as  possible  after  establishing  the 
diagnosis  to  understand  the  roles  of  environment,  etiology  and  genetics  in  the 
pathogenesis. 

All  the  information  obtained  on  the  patients  will  be  made  available  to  the 
referring  physician.  Because  all  data  will  be  computer  stored,  we  will  have  the 
opportunity  to  follow  these  patients  and  their  families  longitudinally. 

Again,  Alabama  presents  an  excellent  environment  in  which  to  conduct  this 
type  of  study,  since  its  people  are  relatively  non-migratory  families  with  several 
generations  easily  obtainable.  Over  a period  of  time,  we  hope  to  obtain  enough 
information  to  define  the  predictors  of  JOD  and  its  sequellae.  A clear 
understanding  of  the  predictors  of  complications  would  also  aid  in  establishing 
the  prognosis  and  conceivably  in  developing  methods  to  prevent  the  develop- 
ment of  the  complications. 

The  legal  responsibility  of  the  physician  is  to  report  each  case  of  JOD  to  the 
Diabetes  Registry  as  soon  as  it  is  diagnosed.  The  definition  of  JOD  which  will  be 
used  is: 

1.  age  of  onset  less  than  40  years  of  age,  and 

2.  (a)  fasting  plasma  glucose  of  greater  than  120  mg  percent,  or 

(b)  two  (2)  hour  post  prandial  plasma  glucose  of  greater  than  200  mg 
percent. 

Such  a broad  definition  of  JOD  was  chosen  because  it  will  make  the 
physicians'  job,  of  deciding  whom  to  report,  easier  and  it  will  permit  further 
discrimination  of  the  diabetic  subclasses  occurring  in  this  age  group. 

Once  the  case  is  reported,  the  responsibility  of  the  DRTC  will  be  to  collect 
the  necessary  information  without  great  inconvenience  to  the  patients  and  to 
maintain  their  confidentiality.  Selected  patients  who  agree  to  participate  will  be 
evaluated  either  at  the  DRTC  in  Birmingham  or  in  their  homes. 

At  no  time  will  the  investigators  recommend  alterations  in  therapy  to  the 
patient  unless  the  primary  physician  requests  assistance.  The  DRTC  clinicians  do 
provide  a telephone  consultation  service  available  to  all  physicians  (phone  (205) 
934-4910)  and  copies  of  the  most  up  to  date  and  understandable  articles  on  all 
aspects  of  diabetes  are  available  free  of  charge. 

The  DRTC  will  keep  the  reporting  physicians  informed  of  any  significant  new 
information  about  the  care  of  the  diabetic  and  of  the  available  continuing 
education  courses  in  diabetes. 

In  summary.  Juvenile  Onset  Diabetes  (JOD)  is  now  a reportable  disease  in 
Alabama.  When  a case  is  reported  the  investigative  efforts  of  the  Diabetes 
Research  and  Training  Center  (DRTC)  are  mobilized.  We  hope  that  this 
multidisciplinary  approach  will  yield  important  answers  concerning  the  causes 
and  possible  treatments  for  this  disease.  We  look  forward  to  participating  with 
all  of  you  in  this  vital  research. 

Jeffrey  M.  Roseman,  M.D.,  Ph.D.,  M.P.H. 

Birmingham 
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In  The  Etiology,  Genetics,  Pathogenesis  And  Natural  Histor)'  Of 

Juvenile-Onset  Diabetes 

RONALD  T.  ACTON,  Ph.D. 

JEFFREY  M.  ROSEMAN,  M.D.,  Ph.D.,  M.P.H.* 


The  last  decade  has  seen  a renewed  interest  in  the  study  of  diabetes  mcllitus  and  its  scquellac.  A 
manifestation  of  the  interest,  at  the  national  level,  was  the  National  Diabetes  Mellitus  Research 
and  Education  Act  of  1974  which  established  the  National  Commission  on  Diabetes.  The  first 
report  of  the  National  Commission  noted  that  the  incidence  of  diabetes  was  increasing  at  an 
alarming  rate  and  that  despite  insulin  and  diet  therapy,  many  diabetics  were  suffering  severe 
complications  and  premature  dcathi.  The  Commission  also  noted  that  there  is  now'  much  new 
information  which  may  impact  on  the  understanding  of  the  etiology,  genetics,  pathogenesis,  and 
natural  history  of  the  disease.  Realizing  the  difficulty  which  the  practicing  physician  may  have  in 
keeping  abreast  of  new  findings,  we  have  attempted  to  summarize  some  of  these  in  a simplified 
manner  in  this  report.  This  article  will  be  limited  in  scope  to  the  form  of  the  disease  termed 
juvenile-onset  diabetes  (JOD). 


Classification  Of  Juvenile-Onset  Diabetes 

Most  investigators  would  agree  that  diabetes 
mellitus  in  children,  adolescents  and  young  adults 
can  now  be  classified  into  two  or  more  types.  The 
most  common  form  of  diabetes  in  this  age  group  is 
characterized  by  an  abrupt  clinical  onset,  severe 
symptoms,  lack  of  stimulated  insulin  output,  and  a 
tendency  to  ketoacidosis.  This  is  the  classical  form 
usually  referred  to  as  juvenile-onset  diabetes 
(JOD).  There  is  considerable  controversy  with 
regard  to  the  appropriate  terminology;  some  clini- 
cians prefer  the  terms  insulin-dependent  diabetes 
mellitus  (IDDM)  or  ketosis  prone  diabetes2. 

Within  the  diabetic  population,  another  form  of 
the  disease  with  an  early  age  of  onset  has  been 
described  where  symptoms  at  diagnosis  are  either 
mild  or  absent  and  stimulated  insulin  output  is 
retained  (although  the  response  may  be  delayed  or 
diminished).  There  is  no  ketosis  and  the  hyper- 
glycemia usually  can  be  controlled  without  insulin. 


*Departments  of  Microbiology,  Public  Health  and 
the  Diabetes  Research  and  Training  Center,  Uni- 
versity of  Alabama  in  Birmingham,  University  Sta- 
tion, Birmingham,  AL  35294. 


This  form  has  been  termed  Maturity-Onset  type 
Diabetes  of  Youth  (M0DY)3.  MODY  mimics 
symptoms  seen  in  maturity  onset  diabetes  (MOD) 
in  the  adult.  Like  MOD,  MODY  is  also  often 
associated  with  obesity. 

Etiology  Of  JOD 

Although  the  etiology  of  JOD  remains  poorly 
understood,  some  tantalizing  clues  are  now  avail- 
able. The  demonstration  that  viruses  can  produce 
diabetes-like  syndromes  in  laboratory  animals  has 
added  to  the  suspicion  that  viruses  may  be  involved 
in  diabetes  in  humans^.  In  rats,  guinea  pigs  and 
mice,  several  types  of  viruses  have  been  shown  to 
initiate  an  insulin-dependent  type  of  diabetes. 
Epidemiological  studies  have  implicated  an  associa- 
tion between  viral  infections  and  the  onset  of  the 
disease  in  mans.  There  have  been  several  instances 
where  certain  viral  infections  immediately  pre- 
ceded the  onset  of  JOD^.  Mumps  has  been 
implicated  in  a number  of  these  reports^-i^. 
Perhaps  this  virus  has  been  suspect  more  than 
others  due  to  the  fact  that  pancreatitis  is  one  of 
the  complications  of  infection.  One  of  the  more 
convincing  case  studies  reported  diabetes  in  several 


OCTOBER  1978 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


25 


HLA 

D 


HLA 

C 


•HLA 

A 


CHROMOSOME  6 O— 

CENTROMERE 


FIGURE  1. 


HLA 

B 


C2 

Bf 

1 

^0  RcM 

^ 02cM 

0 8cM 

C8,  Ch,  Rg 


DIAGRAMMATICAL  REPRESENTATION  OF  THE  MAJOR  HISTOCOMPATIBILITY  COMPLEX  IN  MAN 


In  addition  to  the  three  serologically  determined  (SD)  loci,  HLA-A,  -B  and  -C  and  the  major  lymphocyte  locus, 
HLA-D  the  position  of  a number  of  other  genes  are  depicted.  These  include  complement  components  C2,  C4  and  C8, 
properdin  factor  B (Bf),  and  the  red  blood  cell  surface  antigen  Chido  (Ch)  and  Rodgers  (Rg).  The  HLA-D  locus  is 
approximately  0.8  centimorgans  from  HLA-B,  HLA-B  is  approximately  0.2  centimorgans  from  HLA-C  and  HLA-C  is 
approximately  0.8  centimorgans  from  HLA-A. 


Xcw  Vistas 

siblings  following  mumps  infectionii.  In  a recent 
review,  it  was  argued  that  direct  evidence  of 
mumps  actually  replicating  in  pancreatic  acinar 
cells  or  human  beta  cells  was  lacking^.  However, 
this  past  year  the  infection  of  human  beta  cells 
with  a strain  of  mumps  was  demonstrated!  s . 

Although  this  observation  in  vitro  does  not 
prove  that  mumps  can  cause  diabetes  in  vivo,  it  is 
intriguing  and  deserves  further  study.  As  the 
investigators  pointed  out,  "the  near  universal  pre- 
valance of  mumps  makes  it  clear  that  special 
conditions  must  prevail  before  the  beta  cell  can  be 
infected  and  the  pathological  condition  produced." 
The  fact  that  an  increased  incidence  of  JOD 
follows  only  certain  mumps  epidemics  suggest  that 
a particular  variant  might  be  involved. 

Maclaren  has  suggested  that  mumps  vaccination 
can  be  implicated  as  an  initiating  factor  in  JOD. 
Preliminary  data  from  the  Baltimore  area  revealed 
an  increased  incidence  of  JOD  during  the  first  four 
years  following  the  initiation  of  the  mumps  vac- 
cination program!  6.  |n  addition  to  mumps,  a 
number  of  other  virus  infections  (coxsackie,  rubel- 
la, measles,  polio,  influenza,  cytomegalovirus  and 
tick-borne  encephalitis)  have  been  temporarily 
associated  with  the  onset  of  JOD^.^.i  7,1s. 

Much  of  the  epidemiologic  information  concern- 
ing the  cause  of  JOD  comes  from  registries  in 
England  and  Denmark  where  JOD  is  a reportable 
disease!  9-2  4 . Based  on  the  registry  data  from  these 
two  countries,  it  was  found  that  there  was  a 
seasonal  association  with  the  number  of  reported 
cases.  In  both  countries  the  highest  number  of 
cases  was  reported  during  the  autumn  and  winter 
months2o-2  3.  jhis  seasonal  association  is  con- 
sistent with  that  found  in  a variety  of  viral 
associated  illnesses. 


By  investigating  the  cases  reported  to  the  regis- 
try in  England,  an  association  was  found  between 
JOD  and  antibody  titers  to  coxsackie  B4  vi- 
rus2o-2  2.  A case  of  acute  onset  diabetes  has  been 
reported  where  high  titers  of  antibodies  reacting 
with  coxsackie  B2  were  present2  4.  Unfortunately, 
epidemiological  data  concerning  JOD  in  this  coun- 
try is  sparce  due  to  the  fact  that  until  recently 
there  have  been  no  registries  in  the  U.S.  for  this 
disease.  We  hope  that  the  establishment  of  a JOD 
registry  by  the  State  of  Alabama  in  1978  will  help 
to  correct  this  situation. 

Taken  as  a whole,  all  the  evidence  implicating 
viruses  is  largely  circumstantial,  based  primarily  on 
animal,  in  vitro  and  epidemiological  evidence.  More 
studies  must  be  undertaken  in  newly  diagnosed 
patients  with  JOD  in  order  to  gain  more  sub- 
stantive information  concerning  its  etiology. 

Genetics  Of  JOD 

Diabetes  mellitus  has  long  been  considered  a 
familial  disease  due  to  the  observed  aggregation  of 
the  illness  in  certain  families2 5 .2 e . More  recent 
findings  have  supported  a genetic  component. 
Pyke2  6 investigated  150  pairs  of  monozygotic 
twins  in  which  at  least  one  twin  had  diabetes. 
There  were  106  pairs  of  twins  whose  disease 
appeared  before  the  age  of  45.  In  54  of  these  pairs 
the  disease  had  developed  in  both  twins,  while  in 
52  pairs  only  one  twin  was  diabetic.  In  contrast,  in 
those  twin  pairs  with  age  of  onset  after  45  years, 
39  of  the  44  were  found  to  be  concordant  for  the 
disease. 

These  studies  suggest  that  factors  other  than 
heredity  must  have  been  involved  since  almost  50% 
of  the  identical  twins  were  discordant  for  the 
disease.  In  a study  of  296  diabetics  and  their 
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relatives,  Irvine  and  co-workers2 7 reported  an 
association  between  the  type  of  diabetes  in  the 
proband  and  the  type  in  their  first  degree  relatives. 
The  diabetics  were  typed  according  to  their  de- 
pendence or  non-dependence  on  insulin.  The 
studies  did  not  reveal  any  association  between  the 
two  types  suggesting  they  are  genetically  distinct. 

Nelson,  et  al.2s  have  compared  49  pairs  of 
identical  twins  where  27  were  discordant  and  22 
concordant  for  JOD  for  antibodies  to  a variety  of 
viruses.  They  found  no  significant  difference  in  the 
level  of  antibodies  to  any  of  the  viruses  between 
discordant  and  concordant  twins.  These  studies  all 
provide  evidence  for  a genetic  component  in  the 
susceptibility  to  JOD,  but  the  high  ratio  of 
discordance  suggests  that  other  factors  are  also 
involved. 

Further  evidence  for  a genetic  component  in 
JOD  has  come  from  studies  demonstrating  an 
association  of  JOD  with  a variety  of  genetic 
markers.  The  markers  which  have  been  examined 
most  thoroughly  are  those  in  the  major  histo- 
compatibility complex  found  on  human  chromo- 
some number  6.  (See  glossary  of  terms)2  9.  Genes 
in  this  region  code  for  the  cell  surface  antigens 
which  govern  whether  a person  will  accept  or  reject 
a transplant.  Because  these  antigens  were  originally 
discovered  on  white  blood  cells,  they  were  called 
Human  Leukocyte  Antigens  (HLA).  There  are  at 
least  four  different  kinds  of  HLA  antigens  on  the 
surface  of  the  cell,  each  coded  for  by  a gene  at  a 
different  site  or  locus  on  the  sixth  chromosome. 
These  antigens  have  been  designated  HLA- A, 
HLA-B,  HLA-C  and  HLA-D.  The  first  three  anti- 
gens are  detectable  by  antibody  tests.  The  HLA-D 
antigens  were  originally  only  detectable  by  the 
reaction  of  lymphocytes  from  one  individual 
toward  those  of  another.  Recently,  antigens  found 
only  on  B-lymphocytes  have  been  found  to  be 
coded  for  by  the  HLA-D  locus^o.  These  antigens 
are  serologically  detectable. 

There  is  currently  disagreement  in  the  literature 
about  whether  the  lymphocyte-detectable  antigen 
and  the  antibody-detectable  antigen  are  identical. 
In  addition  to  the  HLA  genes,  the  chromosomal 
region  contains  genes  which  control  immune  re- 
sponsiveness and  susceptibility  to  disease2  9,3i . 
The  genetic  map  of  the  major  histocompatibility 
complex  is  depicted  in  Figure  1. 

A unique  feature  of  the  HLA  genes  is  their 
polymorphic  nature.  This  means  that  each  gene  can 
take  multiple  forms.  There  are  already  20  different 
forms  of  HLA-A  known  and  33  forms  of  HLA-B 
(Figure  2).  It  is  this  multiplicity  of  possible  forms 
which  make  the  possibility  of  finding  an  H LA- 
identical  transplant  so  unlikely. 


It  is  important  to  point  out  that,  similar  to 
blood  group  types,  the  frequency  of  given  HLA 
antigens  will  vary  widely  among  different  ethnic 
and  racial  groups.  Since  there  are  two  copies  of 
chromosome  6 in  each  individual,  there  are  usually 
2 different  forms  of  each  HLA  antigen  present  on 
the  surface  of  the  cells.  By  performing  family 
analyses  it  is  possible  to  determine  which  HLA 
antigens  are  on  each  of  the  chromosomes.  The 
HLA  antigens  on  each  chromosome  comprise  the 
haplotype.  It  has  been  found  that  certain  forms  of 
HLA-A  are  more  likely  to  be  linked  to  certain 
forms  of  HLA-B  than  one  might  expect  by  chance. 
This  is  called  linkage  disequilibrium. 

Numerous  studies  have  shown  an  increased 
proportion  of  two  HLA  types,  B8  and  B15,  and 
decreased  number  of  B7  in  individuals  with  JOD 
when  compared  to  normal  controls3  2,38 . There 
does  not  appear  to  be  an  HLA  association  with 
MOD.  Relative  risks  of  3.1  for  JOD  in  those 
individuals  with  B8  and  2.1  in  those  with  B15  have 
been  calculated.  When  an  individual  has  both  B8 
and  B1 5,  the  relative  risk  for  JOD  is  9.8^  7 . 

Antigen  Increase 

A marked  increase  in  certain  C and  D locus 
antigens  has  also  been  shown  in  insulin-dependent 
diabetes3 9 .4 1 . Although  other  HLA  specificities  in 
addition  to  B8  and  B15  have  been  shown  to  be 
associated  with  JOD  in  Japanese,  Italian,  French, 
and  Jewish  populations,  these  findings  need  to  be 
independently  verified  before  they  are  ac- 
cepted'^ 2-4  s . It  is  interesting  to  note  that  there  are 
a number  of  "autoimmune"  type  disorders  such  as 
celiac  disease4  6 and  Graves'  disease  where  the 
afflicted  individuals  have  an  increased  prevalence 
of  B8  and  a decreased  prevalence  of  87^7. 

These  studies  are  consistent  with  a gene  in- 
fluencing the  presence  of  JOD  linked  to  the  HLA 
genes.  In  order  to  determine  if  there  is  a HLA 
linked  gene,  it  is  necessary  to  study  families  with 
more  than  one  member  affected  with  JOD.  Bar- 
bosa, et  al.'^8-'i9  have  investigated  24  families  in 
which  two  or  more  siblings  had  JOD.  Fifty-five 
percent  of  the  diabetic  sibs  were  identical  for  both 
HLA  haplotypes  (25%  expected),  40%  were  identi- 
cal for  one  haplotype  (50%  expected)  and  5%  were 
different  for  both  haplotypes  (25%  expected). 

The  sibs  sharing  identical  HLA  haplotypes  were 
more  concordant  for  age  of  onset  and  season  of 
incidence  than  the  sibs  sharing  only  one  haplotype. 
Moreover,  the  sibs  sharing  both  haplotypes  were 
more  likely  to  develop  diabetes  in  the  winter 
months  than  the  sibs  sharing  only  one  haplotype. 
The  investigators  interpreted  their  results  as  being 
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compatible  with  linkage  between  HLA  and  an 
autosomal  recessive  diabetogenic  gene  with  50% 
penetrance  in  the  families  studies49.  |n  another 
family  studied,  the  data  supported  a similar  inter- 
pretation^o.  This  view  is  not  shared  by  all  and  is 
now  a point  of  controversy^  i . The  data  from  these 
studies  could  also  support  a multiple  gene  model  of 
JOD  susceptibility. 

There  may  be  genetically  defined  characteristics 
other  than  HLA  which  are  associated  with  dia- 
betes. Andersen  and  Lauritzen5  2 found  a signifi- 
cant excess  of  Lewis  blood  group  antigen  Le(a+)  in 
male  and  female  diabetics.  In  this  study,  diabetics 
were  not  distinguished  into  JOD  or  MOD.  Recent- 
ly, another  group  of  investigators^  3 have  observed 
the  Lewis  negative  (Le  a b')  red  blood  cell  pheno- 
type to  be  3 times  more  frequent  in  diabetics 
regardless  of  disease  type  (JOD  or  MOD)  as 
compared  to  controls.  This  study  was  conducted 
on  various  ethnic  groups  in  the  south  of  France 
and  needs  to  be  repeated  on  other  populations. 

Mourant5  4 has  pointed  out  that  another  genetic 
trait,  inability  to  taste  phenylthiocarbamide  (PTC), 
is  associated  with  diabetes.  In  this  case,  however,  a 
larger  sampling  is  needed  before  the  association 
with  JOD  can  be  ascertained.  It  is  interesting  to 
note  that  persons  who  are  B8  and  PTC  tasters  have 
a 5.8  fold  increased  risk  of  developing  Graves' 
disease^  5 . 

Pathogenesis  Of  JOD 

a.  Anti-pancreatic  islet  cell  antibodies 

There  is  considerable  evidence  that  autoimmune 
phenomena  are  involved  in  the  pathogenesis  of 
JODi  6.5  6,5  7.  Indirect  evidence  to  support  such  as 
hypothesis  has  been  provided  by  observations  of 
the  clinical  association  between  diabetes  and  a 
number  of  established  autoimmune  diseases  such  as 
thyrotoxicosis,  idiopathic  Addison's  disease  and 
Hashimoto's  thyroiditis^  s -6 0 . More  direct  evidence 
in  support  of  an  autoimmune  hypothesis  has  been 
obtained  by  the  detection  of  circulating  antibodies 
against  pancreatic  islet  cells  in  the  serum  of  a 
number  of  patients  having  insulin-dependent  dia- 
betes as  well  as  with  idiopathic  Addison's  disease 
and  other  autoimmune  disorders^  1.62. 

Irvine  and  co-workers2 7 .6 3 demonstrated  the 
presence  of  circulating  anti-islet  cell  antibody  in 
insulin  treated  diabetics  with  and  without  asso- 
ciated overt  organ-specific  autoimmune  diseases. 
Their  results  revealed  that  diabetics  with  associated 
overt  organ  specific  autoimmune  diseases  had  the 
highest  prevalence  of  anti-pancreatic  islet  cell 


antibody.  They  also  reported  that  the  prevalence 
of  islet  cell  antibody  was  inversely  related  to  the 
duration  of  the  disease.  They  found  it  in  60% 
during  the  first  year  after  diagnosis  in  the  insulin- 
treated  group,  20%  in  2 to  5 years  and  0.5%  in  10 
to  20  years6  3.  a similar  finding  has  been  reported 
by  at  least  one  other  groups  4.  The  presence  of 
antipancreatic  islet  cell  antibody  may  be  diagnos- 
tically useful  as  an  indicator  of  the  type  of  diabetes 
patients  may  havess.  These  antibodies  are  present 
in  high  titer  in  45.4%  of  patients  presenting  with 
JOD  as  compared  to  19.4%  in  patients  presenting 
with  MOD. 

b.  Cellular  hypersensitivity  to  pancreatic  tissue 

Cell  mediated  immunity  toward  pancreatic  tis- 
sue has  also  been  described  in  patients  with 
JODi  6,6  6,6  7.  Richens,  etal.ss  have  demonstrated 
that  insulin  dependent  diabetics  have  delayed  skin 
test  hypersensitivity  to  pancreatic  preparations.  i 
Recently  lymphocytes  from  dependent  diabetic  ! 
patients  have  been  transferred  into  athymic  nude  I 
mice.  The  mice  subsequently  developed  high  blood  1 
glucose  concentrations^^. 

I 

c.  Insulin  antibodies 

In  addition  to  antibodies  to  pancreatic  islet  cells 
found  in  relatively  newly  diagnosed  patients,  many 
diabetics  treated  for  a year  or  more  with  ex- 
ogenous insulin  make  significant  amounts  of  anti- 
bodies to  insulins 9-7 2 . Dixon  and  co-workers7  3 
suggested  that  labile  diabetes  may  be  explained  by 
the  presence  of  high  affinity  anti-insulin  antibodies 
in  such  patients.  This  has  been  supported  by  the 
finding  that  the  sera  of  "brittle"  or  difficult  to 
control  diabetics  often  have  a high  binding  capaci- 
ty for  porcine  and  human  insulin  soon  after  the 
initiation  of  treatment7  4, 

d.  Immune  complexes 

Irvine,  et  al.^  s have  found  immune  complexes  in 
the  sera  of  newly-diagnosed  insulin  dependent 
diabetics.  This  is  of  interest  in  view  of  the 
suggestion  that  patients  with  high  titers  of  insulin 
antibody  may  be  those  who  are  prone  to  develop 
vascular  complications7  e . The  demonstration  of 
gamma-globulin  and  C3  deposits  in  kidneys  and 
dermal  vessels  of  diabetics  also  supports  a possible 
role  for  immune  complexes  in  initiating  diabetic 
angiopathy7  7-7  9.  Insulin  antibody  complexes  have 
been  found  in  the  endothelial  lining  and  basement 
membranes  of  retinal  vessels  as  welH 

f.  Impaired  immunity 

There  have  been  a number  of  other  studies 
indicating  a possible  impairment  of  the  immune 
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system  in  juvenile-onset  diabetics.  Two  studies 
have  demonstrated  impaired  lymphocyte  trans- 
formation in  poorly  controlled  diabeticss i .82 . 
Impaired  chemotaxis  and  phagocytosis  have  been 
found  in  diabetics  with  ketoacidosis  or  hyper- 
glycemia without  ketoacidosis8  3-8  6 . However, 
Fikrig  and  co-workers^^  found  that  the  chemo- 
taxis of  polymorphonuclear  cells  from  adult  and 
juvenile-onset  diabetics  is  comparable  to  control 
subjects.  Ludwig,  et  al.ss  have  shown  a reduction 
of  agglutinating  antibodies  to  bacterial  antigens  in 
patients  with  JOD.  They  postulated  that  humoral 
deficiency  might  be  partly  responsible  for  suscepti- 
bility to  bacterial  infections  in  these  patients. 

Several  studies8  2,8  9 have  demonstrated  a statis- 
tically lower  number  of  peripheral  T-lymphocytes 
in  juvenile-onset  diabetics  as  compared  with  matu- 
rity-onset diabetics  or  normal  subjects.  This  sug- 
gested the  possibility  of  an  altered  cell  mediated 
immunity  in  juvenile-onset  diabetics.  In  a small 
sample  of  patients,  Horowitz,  et  al.^o  observed 
that  6 of  9 insulin  dependent  diabetics  lacked 
suppressor  T-cell  function. 

If  this  observation  is  correct  it  could  account  for 
the  autoimmune  phenomena  which  appears  to  be 
associated  with  the  pathogenesis  of  JOD.  Nonethe- 
less, as  one  can  readily  appreciate  from  a survey  of 
this  literature,  the  immune  competence  of  the 
juvenile-onset  diabetic  and  its  role  in  the  patho- 
genesis is  still  a subject  of  much  controversy. 

Natural  History  Of  JOD 

It  is  now  clear  that  the  HLA  phenotype  of  given 
individuals  may  be  used  to  estimate  their  risk  of 
developing  JOD.  There  is  a wealth  of  data  which 
will  now  be  reviewed  suggesting  that  HLA  pheno- 
types can  also  be  used  to  categorize  JOD  into 
additional  sub-types  whose  prognosis  differs.  In 
one  study,  the  frequency  of  HLA-A1  and  HLA-B8 
was  significantly  higher  in  insulin-dependent  dia- 
betics with  terminal  glomerulosclerosis  and  reti- 
nopathy9i.  This  led  the  investigators  to  put  forth 
the  concept  that  microangiopathy  is  one  of  the 
HLA-B8  associated  disorders.  Bertrams  and 
Gruneklee9  2 demonstrated  a positive  association 
of  HLA-B7  with  cutaneous  allergic  reactions  to 
insulin  in  44  patients.  This  study  is  interesting  in 
light  of  the  finding  that  HLA-B7  positive  JOD 
patients  had  lower  levels  of  insulin-binding  anti- 
bodies9  3.  |t  has  been  suggested  that  HLA-B7  might 
be  associated  with  a different  and  perhaps  milder 
form  of  JOD. 

Betrams,  et  al.^^  as  well  as  Schernthaner,  et 
al.9  5 have  confirmed  that  a strong  immune  re- 
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FIGURE  2.  

LISTED  IS  THE  NOMENCLATURE  ASSIGNED  TO  IDEN- 
TIFY THE  VARIOUS  FORMS  OF  THE  HLA  GENES  EX- 
PRESSED ON  THE  SURFACE  OF  THE  CELLS. 


sponse  to  insulin  is  associated  with  B15  while 
non-responders  had  an  increased  frequency  of  B7 
and/or  B8.  There  is  also  an  increased  frequency  of 
pancreatic  islet  cell  antibodies  in  B8  individuals 
with  JOD  as  compared  with  those  patients  lacking 
this  HLA  specificity^ 7 ,96 . 

These  data  have  led  Rotter  and  Rimoin9  7 to 
suggest  that  JOD  is  made  up  of  at  least  two  distinct 
forms  based  on  immunologic  as  well  as  metabolic 
criteria.  Table  1 is  a summary  of  the  present  data 
and  illustrates  how  patients  could  be  categorized. 
One  might  predict  that  the  B8  patient  would  have 
higher  levels  of  immune  complexes  due  to  the 
increased  levels  of  pancreatic  islet  cell  antibodies 
and  increased  microangiopathy.  However,  the  B15 
patient  might  also  have  higher  levels  due  to  the 
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Tenuate""® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan"" 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INOICATION:  Tenuate  and  Tenuate  Dospan  are  Indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  ol  weight  reduction  based  on  caloric  restriction. 

The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINOICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 

WARNINGS:  It  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  anrf  related  drugs  may 
be  associaterf  with  varying  degrees  of  psychologic  dependence  and 
social  dyslunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 

There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion. changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
Indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  tor  use  in  children  under  12  years  of  age. 

PRECAUTIONS:  Caution  Is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen,  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  shoulrf  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimizethe  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  In  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nenrousness,  restlessness,  dizziness,  jiF 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
Increase  In  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
lopoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increasetf sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION;  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride]  controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole.  In  midmornlng.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitlne»)  has  been  suggesterf  on  pharmacologic 
grounds  for  possible  acufe,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage,  : | 
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Cayey,  Puerto  Rico  00633 
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Ihnuate  Dospan  ® 

(diethylpropion  hydrocnloricle  NF) 

75  mg.  controlled-release  tablets 


Pi- 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has  ' 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  On  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation. "2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 
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How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 
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TABLE  1 

THE  CATEGORIZATION  OF  INDIVIDUALS  WITH  JOD  BASED  ON  GENETIC, 
IMMUNOLOGIC  AND  PATHOLOGIC  ASSESSMENT‘S 


Parameter 

B 8 

B15 

Relative  risk  for  JOD+-F 
B8+B15  additive  Risk  for  JOD 

3.1 

9.8 

2.1 

Linkage  disequilibrium 
with  other  HLA  loci 

Increased  Association 
with  DW3 

Increased  Association 
with  CW3 

Twin  studies 

Increased  in  concordant 
twins  only 

Increased  in  concordant  and 
discordant  twins 

Insulin  antibodies 

Nonresponder 
(no  antibodies) 

High  responder 
(produce  antibodies 

Diabetic  complications 

Increased  microangiopathy 

Not  increased 

Islet  cell  antibodies 

Increased 

Not  increased 

Antipancreatic  cell- 
mediated  immunity 

Increased 

Not  increased 

Associated  with  other 
autoimmune  endocrine  diseases 

Yes 

No 

HLA  B7 

Decreased 

Normal  frequency 

Associated  Disorders  in 
isolated  pedigrees 

Autoimmune  disorders 

Defect  in  insulin 
release 

+Table  modified  from  Rotter  and  Rimoin  (97) 
-H-Relative  risks  from  Christy  et.  al.  (57) 
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increased  level  of  insulin  antibodies.  It  will  be  of 
interest  to  correlate  the  presence  of  immune 
complexes  with  vascular  and  kidney  disease  as  well 
as  HLA  phenotype  in  a large  group  of  patients.  We 
predict  that  another  set  of  parameters  for  predict- 
ing sequellae  may  result  from  such  investigations. 

Summary 

It  is  our  belief  that  the  studies  cited  in  this 
review  have  provided  some  important  preliminary 
clues  concerning  the  etiology,  pathogenesis  and 
natural  history  of  JOD.  Clearly,  further  investiga- 
tions of  a larger  sample  of  patients  are  required. 
Nonetheless,  on  the  basis  of  the  currently  available 
data  a working  model  of  the  pathogenesis  of  JOD 
can  be  constructed  which  brings  these  many 
findings  into  harmony. 

First,  although  genetics  appears  to  play  a major 
role  in  determining  disease  susceptibility,  it  is  not 
yet  possible  to  determine  the  type  and  number  of 
genes  responsible  for  this  predisposition.  Providing 
an  individual  is  predisposed  to  the  disease,  environ- 
mental factors  then  become  important  in  determin- 
ing which  of  those  individuals  will  develop  the 
disease.  The  strongest  argument  for  this  postulate 


is  the  identical  twin  data  which  demonstrated  that 
one  twin  can  develop  JOD  without  the  other. 

There  may  be  at  least  two  components  in  the 
environment  necessary  to  initiate  the  disease.  One 
could  be  various  substrains  of  relatively  common 
viruses  which  have  a propensity  for  infecting  the 
beta  cells  of  the  susceptible  pancreas.  That  one  of 
the  diabetogenic  genes  may,  in  fact,  code  for  a beta 
cell  membrane  viral  receptor  has  recently  been 
suggested^  s . 

There  also  may  be  a second  component  involved 
in  the  environment  which  could  be  a mutagenic 
agent  which  renders  the  beta  cell  more  susceptible 
to  attack  by  virus.  Once  the  virus  becomes  en- 
trenched in  the  beta  cell,  individuals  with  the 
appropriate  gene(s)  would  subsequently  develop  an 
autoimmune  response  directed  towards  the  beta 
cell.  Whether  an  autoimmune  mechanism  brings 
about  destruction  of  the  beta  cell  is  not  presently 
known.  It  could  be  a cell  mediated  or  humoral 
type  of  response  to  the  altered  beta  cell.  In  the 
course  of  the  disease  one  finds  that  individuals 
with  a certain  genetic  constitution  (B15  pheno- 
type) begin  to  produce  antibody  against  injected 
exogenous  insulin. 
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We  propose  that  the  complications  that  one 
observes  developing  in  many  JOD  individuals  may 
be  a consequence  of  the  immune  complexes.  At 
this  juncture,  one  can  not  ascertain  which  type  of 
antibodies  and  antigens  will  be  more  likely  to  form 
immune  complexes.  Again,  the  complications 
which  subsequently  develop  are  in  part  determined 
by  the  genetic  constitution  of  the  individual. 

It  is  our  belief  that  a two  gene  hypothesis  for 
diabetes  may  be  necessary  in  order  to  explain  the 
heterogeneity  of  the  natural  history  of  this  disease. 
Again,  longitudinal  studies  using  larger  samples  of 
patients  including  various  races  and  ethnic  groups 
should  clarify  this  supposition. 

If  pancreatic  islet  cell  destruction  is  due  to 
autoimmune  processes,  then  there  are  presently 
various  types  of  intervention  which  might  alter  the 
natural  history  of  JOD.  Anti-inflammatory  agents 


and/or  immunosuppressive  agents  might  be  ef- 
fective early  in  the  disease.  Patients  with  JOD 
often  go  through  a "honeymoon”  period  soon 
after  presenting.  This  phenomenon  may  represent 
partial  regeneration  of  the  beta  cells  which  is 
aborted  when  these  cells  are  confronted  with  a 
strong  autoimmune  response.  Therefore,  drugs 
which  would  suppress  the  immune  response  could 
possibly  protect  these  remaining  or  regenerating 
beta  cells.  In  the  future  it  is  possible  that  the  same 
drugs  may  prove  to  be  of  use  in  preventing  vascular 
and  glomerular  complications  that  are  due  to 
immune  complex  deposition. 

As  medical  science  gains  more  knowledge  con- 
cerning the  genetics,  etiology,  pathogenesis  and 
natural  history  of  JOD  at  the  molecular  level,  more 
possibilities  should  be  forthcoming  as  to  how  JOD 
may  be  prevented  and  as  to  how  the  complications 
may  be  ameliorated. 


GLOSSARY  OF  TERMS 


Gene— the  basic  unit  of  inheritance  that  segregates 
during  meiosis;  usually  equated  with  a segment  of 
DNA  that  codes  for  the  synthesis  of  a single 
polypeptide  chain. 

Locus— the  position  of  a gene  on  a chromosome. 

A//e/es— alternate  forms  of  a gene  which  occur  at 
the  same  locus. 

Polymorphic  locus— a locus  at  which  two  or  more 
alleles  occur  with  appreciable  frequencies  in  the 
same  population. 

MHC—rv\a\ov  histocompatibility  complex;  a chro- 
mosomal region  consisting  of  loci  that  control  the 
synthesis  of  transplantation  antigens  and  have 
fundamental  roles  in  the  immune  process. 

HLA—CeW  surface  antigens  coded  by  genes  at  the 
MHC  of  man.  Individual  HLA  loci  are  given  letter 
names  (such  as  HLA-A  and  HLA-B)  with  alleles 
designated  numerically  (such  as  HLA-A1  and 
HLA-B8)  or,  for  tentative  assignments  with  a 
prefix  w for  "workshop"  (such  as  HLA-Bw35  and 
HLA-Dw2). 

Haplotype— the  haploid  genetic  composition  of  a 
chromosomal  region:  a series  of  alleles  in  a defined 
segment  of  a chromosome  that  are  usually  trans- 
mitted from  parent  to  offspring  as  a unit;  two 
haplotypes,  one  from  each  parent,  constitute  the 
genotype. 

Genotype— Ihe  genetic  constitution  of  a given 
individual,  i.e.,  the  genes  carried  by  that  individual. 

Phenotype— /ks  it  relates  to  the  histocompatibility 
antigens,  this  term  refers  to  the  antigens  that  are 


expressed  and  recognized  on  the  cells  of  an 
individual. 

Linkage— Pno  or  more  loci  on  the  same  chro- 
mosome sufficiently  close  that  they  tend  to  segre- 
gate together. 

Linkage  disequilibrium— the  tendency  in  a popula- 
tion for  some  alleles  at  closely  linked  loci  to  occur 
together  in  the  same  haplotype  more  often  than 
expected  by  chance  (for  example,  in  Caucasians 
the  HLA  haplotype  A1,B8  occurs  considerably 
more  often  than  the  product  of  the  individual 
frequencies  of  these  alleles). 

Relative  Risk—Jh\s  is  the  ratio  of  the  incidence  of 
a disease  in  two  populations.  In  many  of  the 
studies  reported  in  this  review,  the  relative  risk  is 
estimated  by  the  odds  ratio.  The  odds  ratio  is  also 
called  the  cross  products  ratio.  The  example  below 
is  from  a British  study  comparing  the  prevalence  of 
HLA-B8  in  persons  with  JOD  with  the  prevalence 
of  HLA-B8  in  a control  group. 

JOD's  Control's 

HLA-B8  present 

HLA-B8  absent  76^^207 


odds  ratio  = = 2.17 

76  X 93 

Proband— The  individual  in  a family  in  whom  the 
disease  was  first  identified. 
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This  113-bed  private  psychiatric  hospital  offers: 

* full  physical  and  psychalogical  diagnostic  facilities 

* staff  psychiatrists,  psychologists  and  consultants  in  all  medical  specialties 

* extensive  activities  therapy  program 

* in-depth  social  service  department 

* primary  care  nursing 

* biofeedback 

* Higdon  Hill  School  for  adolescents,  in-patients,  day-students,  residential 

* private  and  semi-private  rooms 

* spacious,  landscaped  campus  in  metropolitan  Birmingham  area 

* acceptance  of  most  major  insurance  carriers  — medicare  approved 

* membership  in  American  Hospital  Association,  National  Association  of  Private  Psy- 
chiatric Hospitals,  Alabama  Hospital  Association  and  Birmingham  Regional  Hospital 
Council 

* fully  accredited  by  Joint  Commission  on  Accreditation  of  Hospitals 

* patient  referrals  accepted  directly  to  hospital  through  admitting  department 

For  more  information,  call  1 -800-292-8553  toll  free  in  Alabama,  or  write  Department  of 
Community  Relations  for  information  brochure. 

HILL  CREST  FOUNDATION,  INC. 


6869  Fifth  Avenue  South 


Birmingham,  Alabama  35212 


PHONE:  205-836-7201 


HILL  CREST  HOSPITAL 
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sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
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INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na- 
tional Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
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patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS:  Bee  ause  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
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tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 
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organisms  (including  fungi  other  than  Candida).  Should  superinfec-  i 
tion  due  to  nonsusceptible  organisms  occur,  administer  suitable 
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technique  is  used,  the  possibility  exists  of  increased  systemic  absorp- 
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irritation  develops,  discontinue  the  product  and  institute  appropriate  ' 
therapy.  , | 
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The  (^ME  Requirement  Update 


by  George  D.  Getting,  Ed.D., 
Direetor  of  Edueation 

If  my  recent  personal  conversations 
are  any  accurate  sampling,  many 
MASA  members  evidently  are  still  a 
bit  uncertain  about  all  the  details  of 
the  upcoming  CME  membership  re- 
quirement. 

This  article  (which  is  a revised  ver- 
sion of  an  Alabama  M.D.  article)  is 
designed  to  review  these  details  and 
present  helpful  suggestions  to  the 
membership.  Please  excuse  the  repeti- 
tion, but  we  have  found  through  ex- 
perience that  it  is  sometimes  neces- 
sary, to  insure  all  the  troops  to  get  the 
clear  and  ungarbled  word. 

The  Requirement:  After  much  dis- 
cussion and  debtate,  a CME  mandate 
for  MASA  membership  was  adopted  in 
1975.  Attaining  the  AM  A Physician's 
Recognition  Award  (PRA)  or  an  ap- 
proved equivalent  alternate  program 
will  be  the  basic  requirement  for  con- 
tinued membership  in  the  Association. 

The  PRA  requires  150  hours  of 
CME  over  a three-year  period.  This  can 
be  achieved  by  the  physician  in  any 
manner  desired,  e.g.  50  hours  per  year, 
all  in  the  last  year  or  whatever  pattern 
works  best  for  the  individual. 

In  addition  to  the  PRA,  the  national 
CME  programs  of  the  following  nine 
specialties  are  also  approved  as  satisfy- 
ing the  MASA  CME  membership  re- 
quirement: American  Academy  of 

Dermatology  (AAD);  American  Acad- 
emy of  Family  Physicians  (AAFP); 
American  Association  of  Neurological 
Surgeons/Congress  of  Neurological 
Surgeons  (AANS/CNS);  American  Col- 


lege of  Emergency  Physicians  (ACEP); 
American  College  of  Obstetricians  and 
Gynecologists  (ACOG);  American  Col- 
lege of  Radiology  (ACR);  American 
Psychiatric  Association  (APA);  Ameri- 
can Society  of  Clinical  Patholo- 
gists/College of  American  Pathologists 
(ASCP/CAP);  and  American  Society  of 
Colon  and  Rectal  Surgeons  (ASCRS). 

Who  Has  This  Requirement?  All 
MASA  members  except  those  fully 
retired  from  practice,  those  still  en- 
gaged in  formal  medical  or  specialty 
education  or  non-resident  members. 

Those  with  impaired  health  or  spe- 
cial problems  may  be  temporarily  ex- 
empted by  the  Board  of  Censors. 

When  Does  it  Become  Effective? 
July  1,  1979,  is  the  starting  date  for 
this  requirement,  so  the  first  three- 
year  period  for  all  members  will  cover 
July  1,  1979  to  July  1,  1982. 

At  the  end  of  that  period,  all 
members  should  have  completed  at 
least  150  hours  of  CME  and  reported 
this  to  the  AMA,  AAFP  or  other 
approved  agency  which  issues  the  CME 
certification.  (MASA  does  not  review 
individual  hours,  attendance  records 
etc.  — the  physician  should  submit 
required  documents  to  the  certifying 
agency.  All  we  need  is  information  on 
who  certified  your  efforts  and  the 
period  of  certification.) 

You  are  encouraged  to  start  your 
own  three-year  period  of  participation 
prior  to  July,  1979.  Many  MASA 
members  have  already  been  awarded 
PR  As  for  past  CME  efforts. 

If  you  already  have  completed  a 
number  of  hours  of  CME,  you  can 
elect  to  "go  back"  in  your  three-year 


period  and  get  this  credit.  Your  period 
might  then  cover  January  1978— Jan- 
uary 1 981 . 

The  diagram  explains. 

What  CME  Counts  for  the  Require- 
ment? All  kinds  of  educational  activi- 
ties are  creditable  for  CME  — not  just 
the  live  Category  I lecture  programs 
put  on  by  some  big  medical  institu- 
tion. These  Category  1 programs, 
sponsored  by  a CME  accredited  organi- 
zation, do  make  up  40%  of  the  PRA 
requirement  (60  hours). 

However,  the  other  60%  (90  hours) 
can  be  credited  for  such  learning  activ- 
ities as  attending  scientific  meetings  of 
non-accredited  medical  groups  (Cate- 
gory II),  medical  teaching  (Category 
III),  preparing  articles,  books,  etc. 
(Category  IV),  and  self-study  of  tapes, 
journals,  participation  in  audits  and 
patient  care  meetings  (Category  V). 
Check  the  AMA  booklet  sent  to  you 
on  the  PRA  for  further  details;  MASA 
also  has  a "CME  Fact  Sheet"  which  is 
available  to  you. 

So  you  can  see  that  the  active 
physician  who  keeps  up  in  his  area, 
and  participates  in  local  medical  activi- 
ties of  his  hospital  and  societies, 
should  be  able  to  meet  this  CME 
requirement  without  any  great  diffi- 
culty. 

Where  Can  I Get  Needed  CME? 
There  are  many  CME  "producers" 
within  the  state,  including  MASA, 
medical  schools,  hospitals,  specialty 
societies  and  others.  Information  on 
upcoming  Alabama  CME  programs  is 
published  in  the  M.D.  Calendar  and 
further  information  is  available  from 
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THE  CME 

REQUIREMENT 

UPDATE 

the  Education  Department's  Master 
Calendar. 

How  Can  / Keep  Track  of  My  CME? 
This  is  the  tough  part  for  many  mem- 
bers, according  to  my  personal  discus- 
sions with  some.  Most  Category  I CME 
producers  will  issue  attendance  certifi- 
cates of  some  sort  which  can  be  filed. 
However,  you  are  "on  your  own"  for 
keeping  track  of  most  other  CME 
activities  since  the  majority  of  these 
are  self-initiated.  Only  you  will  know 
how  many  hours  you  have  spent  in 
such  activities  as  reading  journals, 
medical  teaching,  patient  care  con- 
ferences, etc. 

We  would  recommend  that  you 
establish  some  sort  of  personal  CME 
folder  to  file  all  certificates,  forms, 
etc.  — perhaps  your  secretary  could 
maintain  this  for  you.  Then  you  need 


to  remind  yourself  to  make  a note, 
each  time  you  are  involved  in  CME 
and  put  it  in  your  CME  folder,  so  you 
won't  forget.  It  is  very  hard  to  remem- 
ber and  document  your  CME  efforts  if 
you  wait  three  months  or  years  to  put 
it  altogether. 

To  assist  MASA  members  in  this 
area,  the  Education  Department  is 
currently  designing  a special  CME 
Record  File  with  all  needed  informa- 
tion and  procedures  printed  on  the  file 
folder,  and  space  inside  to  keep  your 
documentation.  This  file  will  be  sent 
to  each  MASA  member  later  on  this 
year.  □ 

MAKE  YOUR  PLANS  NOW 
TO  ATTEND  MASA'S 
ANNUAL  MEETING 
APRIL  19-21,  1979 
BIRMINGHAM,  ALABAMA 


JOIN  US. 


We  can 
do  more 
together. 


After  specializing  in  the  treatment  of  alcoholism 
anp  drug  addiction  for  17  years,  we  found  . . . 


if  there 

ere  problems 

and  there 
is  dritrking... 
drinking 
may  be  the 
only  Problem/ 


BOX  508  ST.^TESBORO,  CA  30458  (912)  764-6236 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


N 


Brief  Summary  of 
Prescribing  Information 
Actions:  FVrvinium 
pamoate  appears  to  exert 
its  anthelmintic  effect  by 
preventing  the  parasite 
from  using  exogenous 
carbohydrates.  The  para- 
site s endogenous  reserves 
are  depleted,  and  it  dies. 
Povan  is  not  appreciably 
absorbed  from  the  gastro- 
intestinal tract. 

Indication:  Povan  is  indi- 
cated for  the  treatment  of 
enterobiasis. 

Warnings:  No  animal  or 
human  reproduction 
studies  have  been  per- 
formed. Therefore,  the  use 
of  this  drug  during  preg- 
nancy requires  that  the 
potential  benefits  be 
weighed  against  its  pos- 
sible hazards  to  the  mother 
and  fetus. 

Precautions:  To  forestall 
undue  concern  and  help 
avoid  accidental  staining, 
patients  and  parents 
should  be  advised  of  the 
staining  properties  of 
Pcvan.  Care  should  be 
exercised  not  to  spill  the 
suspension  because  it  will 
stain  most  materials. 
Tablets  should  be  swal- 
lowed whole  to  avoid 
staining  of  teeth.  Parents 
and  patients  should  be 
informed  that  pyrvinium 
pamoate  will  color  the 
stool  a bright  red.  This  is 
not  harmful  to  the  patient. 

If  emesis  occurs,  the 
vomitus  will  probably  be 
colored  red  and  will  stain 
most  materials. 

Adverse  Reactions: 
Nausea,  vomiting,  cramp- 
ing, diarrhea,  and  hyper- 
sensitivity reactions  (pho- 
tosensitization and  other 
allergic  reactions)  have 
been  reported.  The  gastro- 
intestinal reactions  occur 
more  often  in  older  chil- 
dren and  adults  who  have 
received  large  doses. 
Emesis  is  more  frequently 
seen  with  Povan  Suspen- 
sion than  with  Povan 
Filmseals. 

How  Supplied:  Each 
Povan  Filmseal’' contains 
pyrvinium  pamoate  equiva- 
lent to  50  mg  pyrvinium, 
supplied  in  bottles  of  50 
(NDC  0710-0747-50; 

NSN  6505-00-134-1966). 
Povan  Suspension,  a 
pleasant-tasting,  straw- 
berry-flavored preparation 
containing  pyrvinium 
pamoate  equivalent  to 
lOmg  pyrvinium  per  milli- 
liter, is  supplied  in  2-oz 
bottles  (NDC  0071-1254-31; 
NSN  6505-00-890-1093), 

RC/RD  PD  JA  1699-2  P (8  76) 


Parke,  Davis  & Company 
Detroit,  Michigan  48232 


When  it’s  pinworms, 

treat  the  family 


i 


• over  17  years  of  proved  clinical  effectiveness 
and  safety 

• no  measurable  absorption  from  the  Gl  tract- 
minimal  systemic  side  effect^ 

• one  dose— one  time— that’s  all  that’s 
usually  required 

• two  dosage  forms:  Tablets  and  Suspension  — 
suitable  for  the  entire  family 

Povan— there’s  a form  for  every  member  of  the  family. 

PARKE’DAVIS 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Ac^ms 
Beltone  HeOring  Aid  Service 
315A  SouthfJSage  Avenue 
Mobile,  Alcfcama  36606 
205-479-9409 


K.  Louis  A^lfjr 

Beltone  Hfaring  Aid  Sen/ice 
302  Clint(^n  Avenue,  East 
Huntsville,|Alabama  35801 
205-533-1434 


Bruce  Clawdus 
Beltone  Wearing  Aid  Service 
no  Eastpth  Street 
Annistoni? Alabama  36201 
205-236^1551 

Beltone  Hearing  Aid  Sen/ice 
211  Norm  3rd  Street 
Gadsden,  Alabama  35901 
205-546^1200 


M.  Guillol  Jr.  J.  Perkins 
Beltone  l-fearing  Aid 
1201  E.  S(|uth  Blvd. 
Montgomery,  Alabanto  36116 
205-281-4079'^  I 
!( 


Ronald  D.  Lerox 
Beltone  Hea^ng  Aid  Center 
1810  Montgc^ery  Hwy.  Suite  17 
Dothan,  Alabama  36303 
205-794-343^^  205-794-2233 


John  T.  McGah 
Beltone  Hearing 
2425  N.  Broad  S 
Selma,  Alabama 
205-875-7911 


id  Service 
et 

36701 


Chester  H.  Partin 
Beltone  Hearing  Aid  ^rvice 
504  Woodward  Avenue 
Muscle  Shoals,  Alabar^  35601 
205-381-4110  / 

Beltone  Hearing  Aid  fervice 
1311  6th  Avenue,  S.E.  '\\ 

Decatur,  Alabama  3^01 
205-350-2474  ' 


A.  L.  PattjycU^ 

"^"""^gtl^eTleanng  Aid  Center 
825  22nd  Street,  So. 
Birmingham,  Alabama  35205 
205-323-4271 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 

4201  West  Victoria  Street  ■ Chicago,  Illinois  60646 
An  American  Company 


TECHNIQUES  IN  PRACTICE  MANAGEMENT 


om^ltont 


Department  of  Practice  Management 
Division  of  Medical  Practice 
American  Medical  Association 


TIPS  ON  SUBMITTING  HEALTH  INSURANCE  CLAIMS 


Whether  or  not  you  like  it,  the 
completion  of  claim  forms  is  a part  of 
the  everyday  practice  of  medicine. 
When  a claim  form  is  properly  com- 
pleted, it  usually  means  that  you  or 
your  patients  will  get  paid  quickly. 
Claims  that  aren't  paid  or  that  are  paid 
slowly  aren't  always  the  fault  of  the 
insurance  carriers— surprising  as  they 
may  seem. 

Here  are  four  tips  to  assist  you  in 
your  relationship  with  the  health  in- 
surance industry. 


Make  Them  Readable 

Frequently,  claims  are  submitted 
with  illegible  information.  You  and 
your  medical  assistant  may  be  familiar 
with  each  other's  handwriting,  but,  a 
claims  examiner  who  reviews  many 
different  physicians'  handwriting  may 
have  difficulty  deciphering  the  mes- 
sage. 

If  that's  the  case,  several  things  can 
happen.  The  examiner  may  contact 
your  office  by  phone  or  mail  asking 
for  an  explanation  or  clarification, 
which  causes  an  unnecessary  interrup- 
tion. Or,  the  claims  examiner  may 
make  an  assumption  about  what  was 
reported,  which  may  result  in  under-or 
over-payment,  which  creates  a book- 
keeping problem.  The  solution?  Sub- 
mit a legible  claim  the  first  time, 
preferably  typewritten. 


List  Symptoms, 

As  Well  As  Diagnosis 

Without  a complete  diagnosis,  don't 
expect  to  be  paid.  And  be  sure  to 
include  a description  of  the  relevant 


symptoms.  Insurance  carriers  base 
their  payments  on  medical  necessity, 
and  there  tends  to  be  correlation 
between  the  services  reported  and 
diagnoses.  But  in  some  cases  your  final 
diagnosis  may  not  be  related  to  the 
service  or  services  you  performed. 

By  reporting  the  symptoms,  as  well 
as  the  patient's  initial  complaint  along 
with  the  final  diagnosis,  the  claims 
examiner  can  equate  the  two  with  the 
service.  When  everything  fits  together, 
you  get  paid. 


Talk  The  Same  Language 

This  means  you  and  the  carrier  must 
use  the  same  terminology.  There  are 
several  medical  terminologies  in  use: 
AMA's  CRT,  Blue  Shield,  and  Cali- 
fornia RVS  to  name  a few.  You  should 
be  aware  of,  and  use  the  terminology 
most  often  used  in  your  area.  When 
you  and  the  carriers  speak  the  same 
language,  claims  will  be  paid  quickly 
and  accurately. 


Be  Sure  Your  Report 
Is  Complete 

Report  each  service  performed  sep- 
arately with  your  individual  charge  for 
each. 

Here's  an  example:  if  you  gave  a 
patient  10  days  of  in-hospital  medical 
care,  break  your  services  down  to 
show,  for  instance,  that  one  was  an 
extended  visit;  four  were  intermediate 
visits,  and  five  visits  were  brief  visits. 
Proper  reporting  using  AMA's  CRT 
is  illustrated  below. 

Remember  that  good  communica- 
tion through  properly  completed 
forms  assists  both  you,  your  patients, 
and  the  carrier.  And,  of  course,  there's 
no  substitute  for  knowledgeable  staff 
people. 

If  your  claims  are  delayed  because 
of  "people  problems"  rather  than 
"paper  problems,"  call  the  carrier  and 
ask  when  their  next  training  session 
will  be  held  or  have  a professional 
relations  representative  visit  your  of- 
fice. □ 


PROPER  REPORTING  USING  AMA’S  CPT 


10/1/77 

90270 

One  (1)  c.xtcndcd  visit 
$ — total  $ 

10/2/77  thru 

90260 

Four  (4)  intermediate  visits 

10/5/77 

@ $ — total  $ 

10/6/77  thru 

90204 

Five  (5)  brief  visits 

10/10/77 

@ $ — total  $ 
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J^UXILIARY 


Mrs.  Aubrey  E.  Terry 
President,  A-MASA 


I.  R S.  - Rirt  ()iic 


During  recent  years  it  has  become 
apparent  that  many  doctors  at  both 
the  state  and  national  level  are  getting 
more  concerned  with  the  impaired 
physician  and  his  plight. 

Much  thought  is  being  directed  at 
the  cause  and  treatment  for  these 
varied  ills.  A lot  of  effort  is  being  put 
forth  to  develop  worthwhile  programs 
to  help  prevent  and  alleviate  antici- 
pated difficulties. 

I believe  this  increased  awareness 
and  desire  for  involvement  is  good. 
And  I feel  that  where  possible  we 
should  not  limit  our  concern  to  one 
group  or  profession. 

However,  in  this  article  I do  want  to 
give  some  attention  to  the  impaired 
physician's  spouse  and  impaired 
spouse  of  a physician.  We  do  not  yet 
know  the  frequency  of  this  malady, 
but  it  is  reportly  more  prevalent  than 
one  might  think. 

To  date,  research  in  this  area  is 
somewhat  limited,  and  it  is  hard  to 
draw  accurate  conclusions  from  pre- 
vious observation.  More  often  than  not 
the  unusual  exception  has  received  the 
most  attention.  For  instance,  in  the 
past  a projected  image  representative 
of  a physician's  wife  has  all  to  often 
been  stereotyped  and  incorrect.  Maybe 


on  occasion  we  have  seemed  a bit 
aloof,  not  giving  the  appearance  of 
having  quite  sufficient  interest  or  gen- 
uine concern  for  our  own  as  well  as 
those  around  us. 

And  on  rare  occasion  a thread  of 
unusual  resentment  may  wind  its  way 
into  our  ranks.  But  this  response  rep- 
resents the  exception  and  not  the  rule. 
Given  the  opportunity,  I believe  that 
most  physicians'  mates  are  warm  hu- 
man beings  who  wish  to  give  normal 
expression  to  their  thoughts,  and  de- 
sire acceptable  social  interchange  with 
their  families  and  friends. 

Almost  everyone  wants  to  feel 
needed,  wanted  and  secure  within 
their  homes,  and  most  of  us  ascribe  to 
the  belief  that  life  should  be  con- 
sidered as  being  more  than  "one  con- 
tinuous party  or  one  persisting  toil." 

Unfortunately,  the  physician's  wife 
may  not,  on  all  occasions,  possess  the 
keys  to  all  the  locks  which  prepare 
one  to  arbitrate  with  perfect  finesse 
and  success.  Even  though  we  some- 
times do  not  retain  all  the  experience 
one  might  desire,  there  is  no  reason  for 
us  not  to  fully  try: 

• Try  to  undergird  and  understand 
our  families  and  friends. 


• Try  to  give  support,  back-up  and, 
on  occasion,  guidance  to  one  whose 
day  may  go  well  ahead  or  bad,  seem 
bright  or  dull. 

• Give  assistance  to  those  who  may 
have  received  training  under  one  set  of 
rules  and  now  be  required  to  perform 
by  using  others. 

• Give  support  to  those  whose 
inherent  resistance  to  constant  change 
may  be  strong,  but  who  have  been 
compelled  to  accept  frequent  change 
without  constant  resistance. 

So  as  we  pursue  ways  for  developing 
and  teaching  better  general  health 
habits,  let  us  first  make  the  effort  to 
promulgate  among  ourselves  those 
health  principles  which  are  most  sig- 
nificant and  effective.  Let  us  continue 
to  read,  to  be  enlightened  by  partici- 
pating in  conferences  and  seminars, 
and  as  we  grow  become  more  adept  at 
applying  what  we  know  for  the  better- 
ment of  our  families,  friends  and  those 
within  our  communities. 

Doctor,  I will  appreciate  your  shar- 
ing the  JOURNAL  with  your  spouse. 
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The  Uninformed  Patient- 
An  Unnecessary  Risk 


Physicians  are  being  sued  often  and 
successfully.  Yet  a large  percentage  of 
these  professional  liability  suits  have 
no  objective  medical  or  legal  merit. 
We  at  Jeppesen  Sanderson  believe 
comprehensive  and  docu- 
mented patient  education  is 
an  essential  part  of  the  solution 
to  this  phenomenon. 


MED  PREP  or  Medical  Patient 
Risks  Education  Program  was 
developed  for  this  purpose. 

The  planned  MED  PREP  library 
of  over  250  audiovisual  pre- 
sentations will  cover  16  spec- 
ialties. Each  film  describes  a medi- 
cal or  surgical  procedure  along  with 
a number  of  significant  potential 
risks  and,  in  most  instances,  some 
possible  alternative  courses  of 
treatment. 


The  MED  PREP  information  is  pre- 
sented in  easy-to-Linderstand  language 
and  in  a warm  and  personal  manner. 
After  viewing  the  film  and  being  given 
the  accompanying  briefing  folder,  the 
patient  signs  the  folder’s  tear- 
off  portion  which  then  can 
become  a part  of  the 
patient’s  permanent  file. 


MED  PREP  provides  sensitive 
and  perceptive  patient  brief- 
ings and  documents  that  the 
information  has  been  received. 
MED  PREP  is  now  availa- 
ble to  Alabama  physicians 
through  the  Medical  Association  of 
the  State  of  Alabama.  For  more 
information  about  MED  PREP  and 
the  benefits  to  patients  and  phy- 
sicians, contact  Dianne  Julian  at 
263-6441. 


JEPPESEIXJ  SAIMOERSOIM 

Available  through  the  Medical  Association  of  the  State  of  Alabama, 
19  S.  Jackson  Street,  Montgomery,  AL  36104  • 263-6441 


CLASSIFIED  ADVERTISING 


POSITIONS  AVAILABLE 


FOR  RENT 


MEDICAL  OFFICE  for  lease  in  Tuscaloosa,  with  or  without 
equipment.  Building  is  l*/2  years  old,  1650  square  feet,  four 
examination  rooms,  large  reception  room;  one  unit  of  four-office 
complex;  two  medical  offices,  two  dental  offices.  Fully  equipped,  if 
desired,  for  instant  practice;  equipment  purchase  optional.  Ten 
blocks  from  Druid  City  Hospital.  Separate  equipment  sale  negoti- 
able. Inventory  available.  Contact:  Paul  D.  Nelson,  D.M.D.,  601-A 
Hargrove  Road  East,  Tuscaloosa.  Phone  (205)  345-7134. 


BEACH  HOUSE  TOWNHOUSE  on  the  beach  at  Gulf  Shores, 
Alabama.  Pool/minutes  from  three  golf  courses/all  furhishings 
included/two  bedrooms/lV2  baths/built-in  kitchen/2  car  carport/pri- 
vate deck.  APRIL  & SEPT  EM  BE  R— $40. 00  per  day  (3  day 
minimum);  MAY  1-LABOR  DAY— $50.00  per  day  (1  week  mini- 
mum). CALL  FOR  RESERVATIONS— AC205/269-4094  or 
281-3102. 


POSITIONS  AVAILABLE 


WANTED:  General  practice  psychiatrist  to  work  with  community 
mental  health  program.  Have  an  understanding  of  community 
mental  health  work,  able  to  work  with  a wide  variety  of  staff, 
willing  to  do  some  travel  within  catchment  area  on  scheduled  basis. 
Contact  Montgomery  Area  Mental  Health  Center,  1616  Mt.  Meigs 
Road,  Montgomery,  Alabama.  Telephone  263-7541. 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7545,  evening  hours  553-2198. 


Position  No.  1— Small  Hospital— Out-patient  census  8 day.  2 
objectives.  Want  to  increase  E.R.  census  as  well  as  In-patient  census. 
Guaranteed  $7  5,000-$80,000  plus  30%  of  in-patient  gross  billing  — 
Work  Mon.,  Tues.,  Thurs.,  Fri.  days — Mon.  & Thurs.  evening.  May 
take  call  at  home.  10  miles  from  Medical  Center. 

Position  No.  2 — Large  E.R.  practice  with  University  appointment. 
Guaranteed  $40-$45/hr.  May  work  position  No.  1 or  No.  2 or 
combination. 

3-4  weeks  paid  vacation  and  convention  time  plus  convention 
allowance  $600.00.  Health,  disability,  life  ins.,  pension  & profit 
sharing,  car  leasing,  and  yearly  bonus.  May  act  as  a consultant  or  do 
major  surgery  for  group.  (Will  provide  a billing  service).  Contact:  T. 
L.  Chastain,  M.D.,  Ph.  (205)  365-9606  Mon. -Fri.  9 a.m.  - 5 p.m.  or 
P.  O.  Box  11142,  Montgomery,  Alabama  36111. 


family  physicians — Two  (2)  General  Surgeon  one  (1)  either  or 
two  offices  in  Mobile.  Flexible  arrangements  in  a very  small  group. 
5.  L.  Spafford,  P.  O.  Box  160272,  Mobile,  AL  36116. 


UROLOGIST,  ENT  PHYSICIAN  AND  PEDIATRICIAN 
WANTED— Board  Eligible  or  certified;  multi-specialty  group  of 
twelve;  central  Alabama  with  metropolitan  area  100,000;  45 
minutes  from  U of  A Medical  School;  three  lakes  within  45  mile 
radius;  for  physician  still  training,  $500  per  month  supplemental 
income  until  join  group.  Cost  of  moving  van  furnished.  Clinic 
established  twenty-five  years.  X-ray  and  lab  facilities.  Send  cur- 
riculum vitae  to  J.  L.  Thompson,  M.D.,  F.  Hood  Craddock  Memorial 
Clinic,  308  West  Hickory  Street,  Sylacauga,  Alabama  35150. 


ALABAMA:  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  Emergency  Depart- 
ment, Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639,  Marina  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 

ALABAMA-MISSOURI  - GP'S 

40,000  guarantee,  moving,  other — Send  C.V.  to  Dr.  R. 

Wiltsie,  Box  57026,  Birmingham,  Alabama  35209. 


“ALABAMA:  FAMILY  PRACTICE”  Full  time  faculty  positions, 
immed.  open.  Board  Cert,  required.  Teach  family  practice  residents 
/students  in  clinical  years  in  community  based  medical  school.  Very 
competative  salary/fringe  behefits.  Positions  for  Assistant/Associate 
Professor  level  depending  on  qualifications.  Excellent  living/recrea- 
tional opportunities  in  Tennessee  Valley  location.  Send  letter  of 
application,  curriculum  vitae  and  transcripts  to:  Herbert  T.  Smith, 
M.D.,  Chairman,  Family  Practice,  The  University  of  Alabama  in 
Huntsville,  School  of  Primary  Medical  Care,  201  Governors  Drive, 
Huntsville,  AL  35801  by  October  31,  1978  or  call  (205)  536-5511, 
ext.  347.  The  University  of  Alabama  in  Huntsville  is  an  Equal 
Opportunity  Affirmative  Action  Institution. 


OFFICE  EQUIPMENT  FOR  SALE  OR  LEASE 


For  Sale:  Technigon  dual  channel  Autoanalyzer — complete  with 

some  manifords  and  dual  recorder  readout.  Excellent  and  working 
condition  — would  be  excellent  for  a small  hospital  or  large  office 
clinical  laboratory.  Price  $6,000.00  or  offer.  David  W.  Ploth,  M.D., 
934-3806. 


USE  THIS  SPACE  TO 
ADVERTISE  PHYSICIAN 
OPPORTUNITIES,  SITUATIONS 
WANTED,  PRACTICES,  OFFICES, 
REAL  ESTATE  FOR  SALE 
OR  LEASE,  OFFICE  EOUIPMENT, 
ETC. 

USE  THE  FORM  ON  PAGE  30 
AND  MAIL  PRIOR  TO  CLOSING 
DATE  (1st  of  month  prior  to 
publication).  RATES;  EACH 
INSERTION,  $7.50-30  WORDS  OR 
LESS,  $.20  EACH  ADDITIONAL 
WORD.  DISPLAY  RATES 
$10  PER  COLUMN  INCH.  BOX 
NUMBER  CHARGE,  $2.00 
EACH  MONTH. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS»> 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  10  to  i4  days 

■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


ji  ■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
ii  eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
,I  helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
I practice 


Before  prescribing,  piease  consuit  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter.  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  Is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim, 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains 
hepatitis,  diarrhea  and  pancreatitis,  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp,  (20  ml) 
b i d for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg  kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days,  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

'/2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp,  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

\'z  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  cannii  pneumonitis:  Recommended  dosage: 

20  mg  'kg  trimethoprim  and  100  mg  'kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500,  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  1 6 oz 
(1  pint). 

X X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley,  New  Jersey  071 10 

Please  see  back  cover. 


I Her  iiext  attack  of  cystitis  may^equire 

^ the  Bactrin^ 
3-system  counteraittack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introita 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 


ST.  ABOVE  CHESTNUT 
PHILADELPHIA.  PA  19103 
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LpDriurn...  an  unsurpassec 

(chlordiazepoxide  HCl)  ^ 


More  than  two  decades  of 
research— including  hundreds 
of  animal  studies  and  hundreds 
of  clinical  trials— stand 
behind  the  proven  antianxiety 
performance  of  Librium . 


safety  record 


What  excited  clinical 
researchers  about 
Librium  was  its  promise 
of  effective  antianxiety 
action  within  an  unprece- 
dented margin  of  safety 
This  promise  continues  to  be 
fulfilled  in  millions  of 
patients  today—  most 
likely  including  many 
of  your  own. 


The  highly  favorable  benefits-to-risk  ratio 
of  Librium  is  a well-documented  matter  of 
record.  Clinical  experience  with  millions  of 
patients  indicates  that  the  most  common 
side  effects  are  dose  - related  and  thus 
largely  avoidable.  Tolerance  rarely  devel- 
ops at  recommended  doses.  Few  cases  of 
known  toxicity  have  been  reported.  In 
proper  dosage,  Librium  rarely  interferes 
with  mental  acuity  or  produces  adverse 
effects  on  the  cardiovascular  or  respira- 
tory system.  Patients  should,  however,  be 

cautioned  about  performing  tasks  requir- 
ing mental  alertness,  such  as  driving,  and 
possible  combined  effects  with  alcohol. 

□ FVoven  antianxiety  performance 

□ Minimal  effect  on  mental  acuity 

□ Predictable  patient  response 

□ Is  used  cxjncomitantly  with  primary 
medications,  such  as  anticholinergics 
and  cardiovascular  drugs 


Kxjs  wrtii  relief  of  anxiety 

p«ige  for  summary  of  product  information. 


Ubrium^^ss^^ 

chbrdiazepQxide  HO /Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and  or  physical  abilities 
'■equired  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage,  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX.  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  m children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  m use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e  g , excitement,  stimulation  and 
acute  rage)  have  been  reported  m psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  m patients  receiving  the  drug  and  oral 
anticoagulants,  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skm  eruptions,  edema  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction,  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects Oral-Adults  Mild  and  moderate  anxiety  and  tension.  5 or 
to  mg  1 1 d or  q I d . severe  states.  20  or  25  mg  1 1 d or  q i.d 
Geriatric  patients  5 mg  b i d toqid.  (See  Precautions.) 
Supplied:  Librium”  (chlordiazepoxide  HCl)  Capsu/es.  5 mg,  10 
mg  and  25  mg  bottles  of  100  and  500.  Tel-E-Dose”  packages 
of  too.  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10.  Prescription  Paks  of  50 
available  singly  and  m trays  of  10  Libntabs"  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg  bottles  of  100  and  500  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 


The  Tennessee 
Talley  Alternative 

The  stoves  you  see  here  are  just  a sample  of  the  40 
models  youll  find  at  Summerwood  Stove  Company. 
All  are  built  to  last  a lifetime,  all  are  more  efficient 
than  the  “ordinary”  woodstoves  you’re  used  to  seeing. 
An  efficient  stove  requires  less  fuel  and  provides  more 
heat...  up  to  three  times 
more  than  their  less  efficient 
kin.  Our  stoves  are  more 
than  black  boxes-  they  are 
-r  _ works  of  art 


nity  to  any  setting. 

If  you’re  up  on 
your  woodstoves 

you’ll  recognize  the  brands  we  offer  as  the 
finest:  Riteway,  Jotul,  Lange,  Fisher, 

Efel,  Autocrat,  Nashua,  Godin,  Ti- 
rolia,  and  Thermograte. 

In  addition  to  one  of  the  larg  - 
est  woodstove  selections  in  the 
South,  we  carry  a complete  compli- 
ment of  wood  heat  niceties  such  as 
insulated  stovepipe,  chimney  brushes,  and  fireplace 
accessories. 

Before  you  choose  a stove  for  the  coming  winter, 
you  owe  yourself  a visit  to  Summerwood.  These  days, 
only  the  wealthy  can  afford  not  to. 


Ill  .Jefferson  St.  • Downtown  Huntsville  • (205)534-8514 
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J^BOUT  THE  COVER 

Thanksgiving  1978  is  considerably  different  from  this 
European  pastoral  scene  of  500  years  ago.  Exactly  what  is 
happening  in  this  1497  woodcut  from  the  Reynolds  Histori- 
cal Library,  Birmingham,  escapes  us,  but  the  shepherd’s  life 
was  never  an  easy  one.  History  tells  us  that  the  Middle  Ages 
were  not  the  good  old  days,  whatever  some  romanticists  say. 
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credits.  Bibliogratthies  must  contain,  in  the  order 
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be  attached  to  the  back  of  each  illustiation.  Legend 
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•\  L'niversiil  Laiutiiiuio 

A major  problem  in  every  profession  is  standardization 
of  terminology.  Unless  there  is  a common  language  that  all 
understand,  the  result  is  confusion,  lost  time,  and  excess 
costs. 

Nowhere  is  this  more  evident  in  the  medical  profession 
than  in  the  physician's  relations  with  third-party  payors. 
They  pay  according  to  the  book  and  if  your  terminology 
isn't  in  their  book,  you  are  either  hassled  until  you  do  it 
their  way  or  you  don't  get  paid. 

But  there  is  a common  language  here  too,  one  that  is 
rapidly  gaining  acceptance.  Physician  Current  Procedural 
Terminology,  CPT  for  short,  has  long  been  fostered  by 
the  American  Medical  Association  as  the  Esperanto,  or 
universal  language,  of  medical  terminology. 

CPT-4,  latest  edition  of  that  effort,  is  now  available, 
from  MASA  or  the  AMA.  Procedures  or  services  use  the 
five-digit  code,  with  the  first  two  digits  describing  the  part 
or  the  body  or  system  involved,  the  last  three  what  was 
done. 

Handily  indexed  and  indisputably  logical  in  its  arrange- 
ment, CPT-4  is  easily  understood  by  man  or  machine  — or, 
more  precisely,  woman  or  computer,  since  this  is  the 
partnership  that  has  pretty  well  taken  over  commercial 
transactions  in  America. 

Blue  Shield  of  Alabama  has  now  gone  to  the  CPT  system, 
as  has  Medicaid.  Medicare  remains  a hold-out,  but  it  will 
likely  come  around.  Other  insurance  companies  are  likewise 
moving  to  CPT. 

Interest  in  Alabama  is  obviously  snowballing.  Shortly 
after  our  first  offering  of  the  reference  in  The  Alabama 
M.D.,  more  than  100  orders  from  state  physicians  poured 
in.  Plainly,  it  is  an  idea  whose  time  has  come. 

It  is  available  from  MASA  for  $10  or  from  the  AMA  for 
$12. 

I believe  it  will  do  much  to  bridge  the  communication 
gap  that  sometimes  exists  between  physicians  and  third- 
party  payors. 

More  importantly  perhaps,  it  will  greatly  facilitate  your 
office's  service  to  your  patient,  expediting  claims  by  the 
simplest,  most  foolproof  method  yet  devised. 


S.  Lon  Conner 
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Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• \/asodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


•Indications;  Based  on  a review  of  this  drug  by  the  Nationai  Academy  of 
Sciences  Nationai  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm 
boangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less  than  effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI.  10  mg  and  20  mg 
Vasodilan  iniection.  isoxsuprine  HCI,  5 mg , per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg  , three  or  four  times  daily 
Intramuscular  b to  10  mg  ( 1 or  2 ml ) two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions;  There  are  no  known  contraindications  to  oral 
use  when  administered  m recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  ot  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
ot  side  effects 

Adverse  Reactions:  On  tare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  ot  hypotension,  tachycardia, 
nausea,  vomiting  dizziness,  abdominal  distress,  and  severe  rash  It  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  ot  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  ot  single  dose  ot  10  mg  intramuscularly  may  result  in  hypoten 
Sion  and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  ot  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg , bottles  ot  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg , bottles  of  100.  500,  1000,  5000  and  Unit  Dose.  Iniection,  10  mg  per 
2 ml  ampul,  box  ot  six  2 ml  ampuls 

U S Pat  No  3.056,836 

VASODILAN 

(ISOXSUPRINE  HCI) 

20-mg  tablets 
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This  aslhmallc 

isiri  worried  about  his  next  hrealh... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (onhydtous)  1 50  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg  Elixir  alcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  bronchosposnc 
conditions  such  os  bronchial  asthma,  chronic  bronchitis,  ond 
pulmonory  emphysemo, 

Wornings:  Do  nor  odminisrer  more  frequently  thon  every 
6 hours,  or  within  1 2 hours  after  rectal  dose  of  ony  prep- 
ororion  containing  theophylline  or  ominophylline.  Do  not 
give  other  compounds  containing  xanthine  derivatives 
concurrently. 

Precoutions:  Use  with  coution  in  patients  with  cardiac 
disease,  heporic  or  renol  impoirment.  Concurrent  odminis- 
trotion  with  certoin  antibiotics,  i.e.  clindomycin,  erythromy- 
cin, rroleondomycin,  moy  result  in  higher  serum  levels  of 
theophylline.  Plosma  prothrombin  ond  factor  V moy 
increase,  but  any  clinicol  effect  is  lilsely  to  be  smoll.  Metabo- 
lites of  guaifenesin  may  contribute  to  increased  urinory 
5-hydroxyindoleocetic  ocid  reodings  when  determined 
with  nirtosonophrol  reogent  Sofe  use  in  pregnancy  has  nor 
been  established.  Use  in  cose  of  pregnancy  only  when 
cleorly  needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stimulot- 
ing  effect  on  the  central  nervous  system.  Its  odministrotion 
moy  couse  locol  irrirotion  of  the  gosttic  mucoso,  with  possi- 
ble gostric  discomfort,  nouseo  and  vomiting.  The  frequency 
of  odverse  reactions  is  reloted  to  the  serum  theophylline 
level  ond  is  nor  usually  o problem  or  serum  theophylline 
levels  below  20  /xg/ ml. 

How  Supplied:  Copsules  in  bottles  of  100  ond  1000  ond 
unit-dose  piacks  of  100:  Elixir  in  bottles  of  1 pint  ond  1 gollon. 
See  pockoqe  insert  for  complete  prescribing  inforimonon. 
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PRESIDENT'S  MESSAGE 


Thanksgiving  1978 

Hiliary  H.  Henderson,  Jr.,  M.D. 

President 


Thanksgiving  begins  what  in  this  country  has  come  to  be  called  rather  vaguely  "the 
holidays."  The  holidays  continue  through  New  Year's  Day,  and,  according  to  some 
customs,  even  beyond  that. 

Thanksgiving  itself  is  rich  in  American  tradition.  Although  people  in  other  countries 
have  special  days  set  aside  for  thanks,  ours  is  unique  in  at  least  one  way:  our 
forefathers  had  found  a new  land. 

Looking  back  these  many  years  later,  we  like  to  think  that  was  uppermost  in  their 
minds.  But  it  probably  wasn't.  More  likely,  they  were  thankful  just  to  have  survived, 
and  many  of  them  didn't. 

Thanksgiving  1978  finds  a nation  all  but  oblivious  to  the  gratitude  that  came  then 
from  having  received  no  more  than  the  basic  necessities  of  life.  We  are  no  longer 
grateful.  I'm  afraid,  for  food,  shelter  and  clothing.  Long  years  of  relative  peace  and 
prosperity  have  left  Americans  troubled  by  only  the  desire  for  more  and  more,  better 
and  better. 

This  is  not  altogether  bad,  of  course.  Wanting  more  and  better  made  America  the 
greatest  nation  on  earth.  And  this  is,  after  all,  the  fundamental  motivation  of  our  free 
enterprise  system. 

But  something  essential  seems  to  have  changed.  At  times  it  appears  that  the  famous 
American  drive,  the  ambition,  has  been  corrupted  by  simple  greed  and,  even  worse,  by 
the  feeling  that  the  world  (or  at  least  the  federal  government)  owes  everybody  a living, 
and  a good  living  at  that. 

The  gimme-gimme  attitude  shames  our  forefathers,  who  carved  a new  land  out  of  a 
hostile  wilderness.  That  frontier  spirit  shaped  our  national  character  of  initiative, 
self-reliance  and  hard  work  — old-fashioned  virtues  that  seem  to  be  going  out  of  style. 

I hope  this  is  only  a passing  mood,  that  our  people  will  recover  that  sense  of  faith, 
purpose  and  righteous  power  that  our  predecessors  forged  into  our  birthright.  We  can 
forsake  that  proud  heritage  only  at  our  peril. 

In  any  case,  this  is  a joyous  occasion,  to  which  prophets  of  doom  and  gloom  are  not 
welcome.  I wish  all  of  you  a happy  Thanksgiving,  followed  by  whatever  number  of 
other  partial  "holidays"  you  can  squeeze  out  of  a busy  practice. 
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This  113-bed  private  psychiatric  hospital  offers: 

* full  physical  and  psychological  diagnostic  facilities 

* staff  psychiatrists,  psychologists  and  consultants  in  all  medical  specialties 

* extensive  activities  therapy  program 

* in-depth  social  service  department 

* primary  care  nursing 

* biofeedback 

* Higdon  Hill  School  for  adolescents,  in-patients,  day-students,  residential 

* private  and  semi-private  rooms 

* spacious,  landscaped  campus  in  metropolitan  Birmingham  area 

* acceptance  of  most  major  insurance  carriers  — medicare  approved 

* membership  in  American  Hospital  Association,  National  Association  of  Private  Psy- 
chiatric Hospitals,  Alabama  Hospital  Association  and  Birmingham  Regional  Hospital 
Council 

* fully  accredited  by  Joint  Commission  on  Accreditation  of  Hospitals 

patient  referrals  accepted  directly  to  hospital  through  admitting  department 

For  more  information,  call  1-800-292-8553  toll  free  in  Alabama,  or  write  Department  of 
Community  Relations  for  information  brochure. 

HILL  CREST  FOUNDATION,  INC. 


6869  Fifth  Avenue  South  Birmingham,  Alabama  35212 

PHONE:  205-836-7201 


HILL  CREST  HOSPITAL 


A Stratejly  For  (Control 


Prescription  Blanks  In  Group  Practice 


by  LEON  C.  HAMRICK,  M.D.* 

Prescription  forgery  for  narcotics, 
amphetamines,  and  barbiturates— an 
inconvenience,  a concern,  a headache, 
and  a problem. 

Here's  how  one  clinic  met  the  prob- 
lem with  success! 

In  1974,  the  Lloyd  Noland  Hospital 
and  Clinic,  located  in  Fairfield,  a 
suburb  of  Birmingham,  became  con- 
cerned over  the  number  of  forged  and 
bogus  prescriptions  showing  up  in  the 
metropolitan  area  of  Birmingham  and 
Jefferson  County. 

While  not  all  of  the  prescriptions 
bore  the  Lloyd  Noland  Clinic  legend, 
some  did;  and  concerned  members  of 
the  clinic  resolved  to  halt  misuse  of 
stolen  clinic  prescriptions  to  obtain 
class  II  and  I IN  drugs. 

Not  aware  of  the  system  described 
by  Rapp  and  Johnson  in  the  JAMA‘S  a 
similar  plan  was  devised  for  our  insti- 
tution. 

All  prescriptions  of  the  type  then  in 
use  (Figure  1)  were  collected  from  all 
hospital  and  clinic  areas  and  their  use 
discontinued;  simultaneously,  prescrip- 
tion pads  (Figure  2)  to  be  used  for  all 
but  class  II  and  I IN  drugs  were  dis- 
tributed to  the  nursing  stations  in  the 
hospital  and  to  the  physicians'  offices. 

Pads  of  100  pink-colored  prescrip- 
tions (Figure  3)  previously  printed  and 
serially  numbered  by  the  printer  were 
placed  in  control  of  the  pharmacy. 
One  of  these  pads,  with  recording  of 
the  inclusive  serial  numbers,  was  issued 
to  each  hospital  nursing  station  by  the 
pharmacist.  The  nurses  were  directed 
to  exercise  control  of  these  individual- 
ly numbered  prescriptions  in  the  same 
manner  as  they  handle  controlled 
drugs.  The  physicians  were  instructed 
that  when  the  need  arose  to  write  a 
prescription  for  a class  II  or  II  N drug 
for  a patient  being  released  from  the 


1.  Robert  Rapp,  PharmD,  and  Curtis 
Johnson,  RPh,  Letter  to  the  Editor, 
JAMA,  April  22,  1974,  Vol.  228,  No. 
4,  462. 


hospital,  a blank  was  to  be  requested 
from  the  nurse  who  then  would  obtain 
it  for  the  physician  from  the  locked 
narcotics  cabinet. 

Similar  pads  of  these  serially  num- 
bered pink-colored  prescriptions  were 


issued  to  each  physician,  by  the  phar- 
macists, for  use  in  prescribing  class  II 
and  II  N drugs  in  his  office.  The 
safekeeping  of  these  was  charged  to 
the  individual  physician;  to  emphasize 
this,  the  physician  was  made  aware 
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Prescription 
Blanks 
A Stratej^y 
For  Control 


that  the  inclusive  numbers  of  the 
prescriptions  on  the  pad  were  being 
recorded  in  his  name. 

Subsequent  need  for  prescriptions 
has  been  carried  out  in  the  same 
manner.  No  problems  have  been  en- 
countered in  the  control  or  safekeep- 
ing of  the  prescriptions. 

As  a helpful  guide,  the  below  list  of 


129— A-U-74 

FOR 


9525 


R 


DRUGGIST 

LABEL 


NAME  a STRENGThI  | 


REG  NO 

M D 

LLOYD  NOLAND  CLINIC 

FIGURE  3. 

Class  II  and  II  N Drugs  Commonly  Prescribed 

Analgesics 

Stimulants 

Barbiturates 

Codeine 

Benzedrine 

Amobarbital 

Demerol 

Biphetamine 

Amytal 

Dilaudid 

Desophen 

Donnagesic  No.  2 

Dolaphine 

Desoxyn 

Nembutal 

Hycodan 

Dexamyl 

Pentobarbital 

Hydromorphone 

Dexadrine 

(except  suppositories) 

Leritine 

Dextroamphetamine 

Secobarbital 

Levodromoran 

Eskatrol 

(except  suppositories) 

Mepergan 

Obedrin 

Seconal 

Methadone 

Preludin 

(except  suppositories) 

Morphine 

Ritalin 

Sodium  Pentobarbital 

Numorphan 
Opium  (all  forms) 
Pantopan 
Percodan 
Perobarb 

B & 0 Suppositories 

Tuinal 

the  more  commonly  prescribed  class  II 
and  II  N drugs  was  included  in  the 
information  distributed  to  the  physi- 
cians and  nurses  concerning  the  change 
in  prescription  usage. 

Since  the  inauguration  of  this 
method  of  handling  prescriptions, 
more  than  three  years  ago,  only  one 
incident  of  an  attempt  to  pass  a forged 
prescription  on  a prescription  bearing 
this  clinic's  legend  has  been  reported 
or  brought  to  our  attention.  The  re- 
porting pharmacist  had  readily  noted 
that  a prescription  for  a class  II  drug 
had  been  written  on  one  of  the  re- 
stricted prescriptions  not  good  for 
class  II. 

The  change  in  prescribing  has  been 
well  received  by  the  physicians;  and 
appreciative  comments  have  been 
heard  from  pharmacists  in  our  area. 

Any  minor  inconvenience  caused  by 
this  method  of  prescription  control  is 
far  outweighed  by  the  prevention  of 
drug  diversion  and  the  security  of 
peace  of  miind. 

Individual  Practitioner  Application 

Modification  of  this  system  for  use 
in  the  individual  practitioner's  office 
could  be  done  relatively  easy  by  hav- 
ing available  restricted  prescriptions 
for  desk  use  (see  Figure  2)  and  by 
having  separate  nonrestricted  prescrip- 
tions for  Class  II  and  II  N Drugs  placed 
in  security  under  lock  accessible  only 
to  the  physician  or  to  the  physician 
through  his  nurse  from  the  narcotic 
safe  or  lock  box. 

Extension  to  hospitals  through  med- 
ical staff  action  would  also  defeasible 
by  asking  the  hospital  administrator  to 
have  available  at  the  nurses' station 
both  restricted  and  nonrestricted  pre- 
scriptions; the  restricted  prescriptions 
could  be  readily  available  to  the  physi- 
cian through  the  station  nurse  or  clerk, 
while  the  nonrestricted  prescription 
would  be  kept  under  locked  control 
with  the  nursing  station's  narcotics 
and  made  available  to  the  physician 
for  writing  Class  II  and  II  N prescrip- 
tion as  described. 

*Part  of  Dr.  Hamrick's  article  original- 
ly appeared  in  Group  Practice,  May- 
June  1978,  and  is  reprinted  by  permis- 
sion. Dr.  Hamrick  is  Medical  Director 
of  Lloyd  Noland  Hospital  and  Chair- 
man of  MASA's  Board  of  Censors. 
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ometidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 

SI^&F  LAB  CO. 

a SmithKIine  company 


When  painful  spasm 
is  the  presenting 
symptom . . . 


. . in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M . Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med,  5:356-358,  1964 

Merrell 


'This  drug  has  been  classified  "probably”  effective  in  treating 
certain  functional  G I.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


8-3497  (ySISa) 


Bentyl’ 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup  Iniection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  ad|unctive  therapy  in  the  treatment  of  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC  ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-Nafional  Research  Council  and  or  ofher  informa- 
tion. FDA  has  classified  the  following  indications  as  prob- 
ably' etfecfive 

May  also  be  useful  in  fhe  irritable  bowel  syndrome 
iirritable  colon  spastic  colon  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders!. and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon! 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE 
REASSURANCE.  PHYSICIAN  INTEREST  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup! 

Fina!  classification  of  the  less-than-eftective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (lor  example  bladder 
neck  obstruction  due  to  prostatic  hypertrophy!,  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosisi,  paralytic  ileus,  intestinal  atony  ot  the  elderly 
or  debilitated  patient  unstable  cardiovascular  status  in  acute 
hemorrhage  severe  ulcerative  colitis,  toxic  megacolon  compli- 
eating  ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  itever  and  heat  stroke  due  to  decreased 
sweatingi  Diarrhea  may  be  an  early  symptom  ol  incomplete 
intestinal  obstruction  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  eltects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  ot  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  autonomic  neuropathy,  hepatic  or  renal 
disease,  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  ot  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  ot 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure  cardiac  arrhythmias,  and  hypertension, 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  ot  anticholinergic,  antispasmodic 
drugs  in  the  treatment  ol  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  lantral 
stasis)  Do  not  rely  on  the  use  ot  the  drug  in  the  presence  ot 
complication  ot  biliary  tract  disease  investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-likei  drugs  since  they  may 
increase  the  heart  rate  With  overdosage  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Aniicholinergics'antispasmodics 
produce  certain  eltects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient  s response  The  physician 
must  delineate  these  Adyerse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention,  blurred  vision  and  tachycardia, 
palpitations,  mydriasis,  cycloplegia.  increased  ocular  tension, 
loss  ol  taste,  headache,  nervousness,  drowsiness,  weakness, 
dizziness,  insomnia,  nausea  vomiting,  impotence,  suppression  ot 
lactation,  constipation  bloated  feeling  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations:  some  degree  ot  mental  confusion  and'or 
excitement,  especially  m elderly  persons,  and  decreased  sweat- 
ing With  the  iniectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient  s 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 
capsules  or  leaspoonluls  syrup  three  or  tour  times  daily  Cfiildren 
1 capsule  or  leaspoontui  syrup  three  or  tour  times  daily  Infants  '? 
teaspoontui  syrup  three  or  lour  times  daily  (May  be  diluted  with 
equal  volume  ot  water  i Bentyl  20  mg  Adults  1 tablet  three  or  tour 
times  daily  Bentyl  Iniection  Adults  2 ml  (20  mg  ) every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  ot  overdose  are 
headache,  nausea  vomiting  blurred  vision  dilated  pupils,  hot.  dry 
skin  dizziness,  dryness  ol  the  mouth  dilliculty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  ol  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  (or  sedation  but  they  should  not  be  used  it  Bentyl 
with  Phenobarbital  has  been  ingested  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine'  tbethanecol  chloride  USP) 
should  be  used 

Product  Information  as  ot  October,  1976 
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DEAN’S  REPORT 


Nutrition  Support  Service 

A New  Program  In  Hiiinan  And  (dinical  Nutrition  At  I .S.A. 

Robert  iVl.  Suskind,  M.U.* 


One  of  the  major  deficits  in  the 
training  of  medical  students  and  house 
staff  is  in  the  nutritional  care  of 
patients.  In  spite  of  the  fact  that 
several  studies  have  determined  that 
up  to  50%  of  hospitalized  patients 
have  varying  degrees  of  protein-calorie 
malnutrition,  little  has  been  done  to 
develop  an  effective,  coordinated  nu- 
tritional program  to  combat  these  de- 
ficits. Patients  with  diseases  such  as 
congenital  heart  disease,  cystic  fibro- 
sis, chronic  renal  disease  and  cancer 
often  develop  secondary  nutritional 
deficits. 

As  a result  of  the  combined  nutri- 
tional interests  of  Dr.  Robert  Suskind, 
recently  appointed  Professor  and 
Chairman  of  Pediatrics,  Dr.  Robert 
Kreisberg,  Professor  and  Chairman  of 
Internal  Medicine,  Dr.  Arthur  Dono- 
van, Professor  and  Chairman  of  Sur- 
gery, and  Dr.  Charles  Baugh,  Professor 
and  Chairman  of  the  Department  of 
Biochemistry  at  the  University  of 
South  Alabama,  the  University  of 
South  Alabama  College  of  Medicine 
has  the  unique  potential  for  develop- 
ing an  effective  program  in  Clinical 
and  Human  Nutrition  which  will  focus 
on  the  nutritional  problems  of  patients 
seen  and  cared  for  at  the  University 
Hospital. 


* Professor  and  Chairman,  De- 
partment of  Pediatrics,  Universi- 
ty of  South  Alabama  College  of 
Medicine 


The  program  in  nutrition  will  be 
centered  around  the  activities  of  a 
Nutrition  Support  Service.  The  service 
will  be  established  to; 

1)  Improve  nutritional  care  of  hos- 
pitalized and  ambulatory  patients; 

2)  Introduce  within  the  hospital 
setting  a program  responsible  for  the 
nutrition  education  of  house  staff, 
medical  students  and  dietitians; 

3)  Initiate  and  stimulate  research  in 
the  field  of  Clinical  Nutrition; 

4)  Act  as  a model  for  other  institu- 
tions for  introducing  nutrition  as  a 
subspecialty  within  the  field  of  medi- 
cine. 

Patient  Care 

With  the  development  of  total 
parenteral  nutrition  and  defined 
formula  diets,  it  is  now  possible  to 
nutritionally  support  most  hos- 
pitalized and  ambulatory  patients.  It 
has  only  been  with  the  development  of 
these  relatively  new  techniques  for 
providing  nutritional  support  that  one 
has  been  able  to  use  nutrition  to  help 
reverse  the  clinical  course  of  patients 
with  such  diseases  as  acute  and  chronic 
renal  failure,  liver  failure,  pancreatitis 
and  inflammatory  bowel  disease.  Nu- 
tritional support  has  also  been  used 
successfully  as  an  adjunct  to  primary 
chemotherapy  in  cancer  patients. 

The  goal  of  a hospital-based  Nutri- 
tion Support  Service  will  be  to  provide 
a multidisciplinary  approach  to  solving 


the  nutritional  problems  that  arise  in 
the  hospital.  In  addition  to  monitoring 
parenteral  nutrition  (TPN)  within  the 
hospital,  the  Nutrition  Support  Service 
will  be  responsible  for  consulting  on 
hospitalized  patients  with  a wide  varie- 
ty of  nutritional  problems,  and  for 
providing  out-patient  nutritional  sup- 
port for  other  chronic  disease  patients. 
The  Nutrition  Support  Service  at  the 
University  of  South  Alabama  will  also 
be  responsible  for  the  hospital's  in- 
patient and  outpatient  obesity  pro- 
grams. These  programs  will  be  set  up 
to  evaluate  the  role  of  behavior  modi- 
fication, group  therapy,  and  exercise 
in  the  outpatient  treatment  of  obesity. 

Nutrition  Education 

One  of  the  primary  objectives  of  the 
Nutrition  Support  Service  will  be  the 
training  of  medical  students,  house 
staff,  fellows  and  senior  staff  as  to  the 
important  role  played  by  nutrition  in 
patient  care.  This  will  be  accomplished 
through  ward  rounds,  teaching  rounds, 
seminars  and  conferences.  Senior  staff 
and  fellows  will  teach  both  house  staff 
and  medical  students  clinical  nutrition 
which  will  then  be  applied  to  the  care 
of  their  patients.  In  addition,  profes- 
sors from  the  Department  of  Bio- 
chemistry and  other  departments 
throughout  the  University  will  present 
conferences  in  nutrition  and  metabo- 
lism. 

While  a great  deal  is  known  about 
experimental  nutrition,  human  nutri- 
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tion  and  public  health  nutrition,  very  little  of  this  informa- 
tion has  been  transmitted  to  the  medical  students  or  house 
staff  because  there  are  so  few  well-qualified  clinicians  with 
expertise  to  teach  nutrition  at  the  bedside.  Within  this 
program,  fellows  in  clinical  nutrition  who  will  be  the  future 
professors  of  clinical  nutrition  in  the  Department  of 
Pediatrics,  Medicine  and  Surgery  will  be  trained  in  the 
principles  of  basic  nutritional  biochemistry  and  metabolism 
as  it  applies  to  patient  care. 

Research 

As  a result  of  the  development  of  a nutrition  program  at 
the  University  of  South  Alabama,  there  will  be  increased 
activity  in  nutrition  research  as  it  relates  to  patient  care. 
Clinical  studies  have  already  been  planned  in  patients  who 
have  cystic  fibrosis,  congenital  heart  disease  and  obesity. 
The  Nutrition  Support  Service  will  also  be  responsible  for  a 
nutrition  laboratory  which  will  provide  support  for  patient 
care  and  clinical  research.  The  development  of  a strong 
research  program  in  nutrition  should  bring  national  and 
international  recognition  to  the  University  of  South  Ala- 
bama. 

Medicine  and  Nutrition 

The  development  of  a nutrition  program  centered  around 
a Nutrition  Support  Service  will  combine  the  interest  and 
activities  of  faculty  in  the  Departments  of  Biochemistry, 
Pediatrics,  Surgery  and  Medicine.  Through  the  interaction 
of  the  basic  science  of  Nutrition  and  Metabolism  and  its 
application  to  the  bedside,  activities  with  regard  to  im- 
proved patient  care,  teaching  and  research  will  emerge.  It 
will  be  around  this  core  of  nutrition  activities  that  the 
University  of  South  Alabama  will  be  able  to  develop  a 
unique  program  aimed  at  the  improved  teaching  of  the 
medical  students  and  house  staff  in  the  area  of  nutrition 
and  metabolism.  Improved  patient  care  will  emerge  when 
the  precepts  of  nutrition  are  applied  to  daily  medical  care. 

The  fellows  who  are  in  training  within  the  context  of  the 
Nutrition  Program  will  receive  certification  after  two  years 
of  training.  They  will  then  be  eligible  for  the  Boards  in 
Human  and  Clinical  Nutrition.  In  addition,  future  plans  will 
include  the  development  of  a Ph.D.  program  which  will 
involve  the  fellows  taking  basic  courses  in  nutritional 
biochemistry  and  metabolism,  statistics  and  human  nutri- 
tion. 

The  University  of  South  Alabama  is  one  of  the  two  "full 
service"  medical  schools  in  the  State.  As  a result  of  the 
interest  in  nutrition  on  the  part  of  the  faculty  of  the 
Department  of  Medicine,  Surgery,  Pediatrics  and  Bio- 
chemistry, the  development  of  a program  in  Nutrition, 
focused  around  the  Nutrition  Support  Service,  will  lead  to  a 
more  concentrated,  productive  service,  teaching  and  re- 
search programs  in  this  area.  With  the  development  of  a 
nutrition  program  for  the  medical  school,  the  University  of 
South  Alabama  will  have  a unique  opportunity  to  develop 
an  area  which  is  of  significance  to  the  well-being  of  the 
people  in  the  State  of  Alabama  and  the  world. 

NOVEMBER  1978 


BP^F  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH-®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbiicoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  )U.g/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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Economicah 
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equivalent  to  50  mg  pyr4ntel/ml 
ORAL  SUSPENSION 

Please  see  brief  summary  of  prescribing  information  on 


100  mg  250  mg  500  mg 


Iblinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 
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TECHNIQUES  IN  PRACTICE  MANAGEMENT 


oOTSultant 


Karen  Zupko,  Director 

Department  of  Practice  Management 
Division  of  Medical  Practice 
American  Medical  Association 


MANAGEMENT  CONSULTANTS:  RX  FOR  AN  AILING  PRACTICE 


Thinking  of  incorporating  your  prac- 
tice? Personnel  problems  getting  you 
down?  Setting  up  a pension  or  profit- 
sharing  plan?  Getting  seemingly  con- 
tradictory advice  from  your  attorney, 
accountant,  broker,  and  insurance 
man?  Well,  maybe  it's  time  for  you  to 
find  a medical  management  con- 
sultant. 

Professional  medical  management 
consultants  come  from  a variety  of 
backgrounds— law,  accounting,  and 
business.  Most  consultants  are  or- 
ganized into  firms,  and  individual  con- 
sultants, like  physicians,  most  often 
have  specialties.  But  the  key  thing  to 
remember  is  that  these  management 
advisers  specialize  in  serving  physicians 
and  dentists  and  are  well  acquainted 
with  the  business  side  of  medical 
practices. 

What  can  you  expect  in  the  way  of 
advice  and  assistance?  Firms  vary,  but 
most  offer  services  in  three  broad 
areas;  practice  management,  personal 
financial  management,  and  accounting 
and  taxes. 

Having  a consultant  doesn't  mean 
that  you  won't  need  the  services  of  an 
attorney,  accountant,  or  architect.  But 
if  you  include  your  consultant  in 
discussions  with  your  other  advisers 
you  will  have  the  benefit  of  a valuable 
second  opinion. 


Think  of  it  this  way:  if  your  busi- 
ness affairs  need  "doctoring,"  a medi- 
cal consultant  is  like  the  family  practi- 
tioner who  can  take  care  of  most 
ailments.  And  like  a family  doctor, 
they  will  refer  you  to  a specialist  if 
you  need  one.  Specifically,  you  can 
expect  assistance  in  office  design,  ac- 
counts receivable  management,  tax, 
personnel  hiring,  training,  and  policies, 
big  equipment,  purchases,  and  the  like. 

Fees  vary  with  the  time  and  effort 
to  do  what  you  ask.  Few  bill  on  a 
daily  rate  basis  anymore.  Most  charge 
between  $50.00  and  $100.00  an  hour 
and  that  includes  travel  time  to  your 
office  and  the  time  it  takes  to  write 
reports.  Rates  for  a complete  practice 
survey  range  between  $400  to  $1,600 
depending  on  your  type  of  practice. 
Most  consultants  will  offer  to  quote  a 
fee  before  taking  you  on  as  a client, 
but  if  they  don't,  be  sure  to  ask.  You 
should  also  know  that  most  consulting 
firms  don't  accept  fees  or  commissions 
from  suppliers,  pharmaceutical  com- 
panies, insurance  companies,  or  other 
commercial  interests. 

Qualifications? 

After  several  years  of  experience, 
management  consultants  can  voluntari- 
ly join  a professional  society  and  this 


is  one  way  you  can  check  their  cre- 
dentials. These  societies  establish  ethi- 
cal standards  for  members  and  provide 
continuing  education  courses,  which  is 
as  important  for  them  as  it  is  for  you. 

If  the  consultants  you  contact  have 
"C.P.B.C."  after  their  names,  this 
means  they  have  passed  a comprehen- 
sive written  examination  on  various 
aspects  of  practice  and  financial  man- 
agement. Nearly  100  medical  manage- 
ment consultants  in  the  U.5.  (of  ap- 
proximately 500  in  business)  have 
passed  the  test,  which  is  administered 
by  the  Institute  for  Certified  Profes- 
sional Consultants. 

To  find  a medical  management  con- 
sultant in  your  area,  you  can  contact 
one  of  the  professional  societies  listed 
below.  They  will  refer  you  to  local 
members.  After  you  get  the  names, 
call  and  talk  with  one  or  two  before 
committing  yourself.  Your  search  for  a 
consultant  is  like  a patient  looking  for 
a doctor  - it  pays  to  check  around. 

National  societies  for  professional 
medical  management  consultants  are: 

Bociety  of  Professional  Business 
Consultants  ($PBC),  221  North  La- 
$alle  $treet,  Chicago,  IL  60601, 
(312)245-1862;  $ociety  of  Medical- 
Dental  Consultants,  6100  Golden  Val- 
ley Road,  Minneapolis,  MN  55422, 
(612)  544-2612. 


NOVEMBER  1978 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


19 


bv  WM.  H.  McDonald 


Robert  Hooke:  ForgottenI 


If  the  name  of  Robert  Hooke  is  not 
today  a household  word,  at  least  as 
familiar  as  that  of  Isaac  Newton,  there 
is  a reason. 

They  were  contemporaries  in  17th 
Century  Britain  and  intense  competi- 
tors, even  at  times  bitter  rivals. 

No  age  can  afford  more  than  one 
great  man  in  any  field;  history  gave 
that  accolade  to  Newton,  who  de- 
served it,  and  denied  it  to  Hooke,  who 
was  in  many  ways  far  more  versatile  as 
a scientist,  who  anticipated  some  of 
Newton's  laws,  first  coined  the  word 
"cell,"  made  a wide  variety  of  scien- 
tific instruments  without  which  medi- 
cine and  research  would  have  remained 
at  a standstill  — who  did  so  much  for 
medicine,  in  fact,  that  10  years  before 
his  death,  the  M.D.  degree  was  con- 
ferred on  him  by  warrant  from  the 
Archbishop  of  Canterbury. 

As  Curator  of  Experiments  for  the 
newly  incorporated  Royal  Society, 
Hooke  served  for  41  years,  until  his 
death  in  1703,  as  the  greatest  experi- 
menter of  his  age. 

Master  of  Many  Trades 

Virtually  no  field  escaped  his  in- 
terest. He  designed  the  anchor  escape- 
ment which  made  modern  time-keep- 
ing possible,  lifted  navigation  from 
primitive  guesswork  to  a precise 
science,  invented  the  science  of  mete- 
orology, perfected  the  Gregorian  tele- 
scope, improved  the  microscope  and 
contributed  the  greatest  single  work 
on  its  use  at  that  time,  Micrographia, 
to  a fascinated  scientific  world. 

He  devised  a system  of  telegraphy. 
As  an  anatomist,  he  first  sustained  life 
in  a dissected  dog  by  a system  of 
bellows.  The  line  that  led  to  the  steam 
engine  passed  directly  through  him.  He 


made  notable  contributions  to  mathe- 
matics, physics,  geometry,  anatomy, 
navigation,  biology,  astronomy;  was 
first  to  state  the  law  of  inverse  squares; 
and  prefigured  Darwin  with  his  prob- 
ing questions  about  species  and  the 
doctrine  of  creation. 

How  could  a man  with  such  a wide 
variety  of  interests,  who  was  first  in 
so  many  things,  have  been  eclipsed  by 
a comparatively  narrow  specialist  like 
Newton?  Perhaps  for  that  very  reason: 
Newton  stuck  to  his  last,  perfecting  his 
laws  and  theories  as  a life  work, 
whereas  Hooke  never  tarried  long  on 
any  of  a diverse  variety  of  experi- 
ments and  inventions. 

He  was  very  likely  the  most  plagia- 
rized and  purloined  scientist  and  in- 
ventor in  history,  unless  it  can  be 
argued  that  more  was  stolen  or  bor- 
rowed from  the  copious  notebooks  of 
Leonardo  da  Vinci. 

Upstaged  and  Outshovvn 

To  state  it  another  way:  in  the 
vibrant  17th  century  Britain,  Hooke 
was  the  brightest  moon,  but  Newton 
was  the  sun.  In  any  other  time,  Hooke, 
for  the  sheer  brilliance  of  his  achieve- 
ments in  so  many  fields,  would  have 
ranked  with  the  immortals. 

For  40  years  after  death,  he  was  a 
prophet  honored  and  remembered  in 
his  own  land,  but  then  silence  fell  for 
two  centuries.  Only  very  recently  has 
the  full  measure  of  his  achievements 
become  appreciated  in  their  historical 
context. 

Most  school  boys  can  remember 
Hooke's  law  of  elasticity  (the  British, 
more  succinctly,  call  it  the  law  of 
spring),  but  hardly  a jot  more  than 
that  about  a man  who  had  lasting 
impact  on  scientific  technology. 


theory  and  practice.  Boyle's  law  is 
even  more  familiar,  and  Boyle  was 
another  contemporary  in  that  exciting 
period  of  scientific  ferment. 

If  ever  there  was  a man  for  all 
seasons,  Hooke  was  it.  In  total  ac- 
complishments, he  may  have  been  the 
greatest  mechanical  scientist  of  all 
time,  but  he  might  also  have  ranked 
with  the  premier  architects  and  build- 
ers had  he  not  been  overshadowed  in 
that  second  career  by  the  gifted  Sir 
Christopher  Wren. 

Rebuilding  London 

Ask  anyone  who  it  was  who  rebuilt 
London  after  the  great  fire  of  1666 
and  if  he  knows  anything  about  it  at 
all  he  will  say  Wren.  Ask  one  who 
knows  much  about  it  and  he  will  say 
Hooke  and  Wren,  for  many  of  the 
great  buildings  in  that  intense  period 
of  restoration  were  Hooke's,  although 
credited  to  Wren. 

Hooke  seemed  only  once  in  his  life 
to  have  really  cared  that  someone  else 
got  the  credit  for  his  work. 

That  was  in  his  estimable  career  as  a 
clockmaker.  By  1660,  Hooke  had 
solved  the  two  major  problems  of 
accurate  time-keeping,  overcoming  the 
effect  of  gravity  on  the  time-keeper 
and  replacing  the  old  inaccurate  verge 
escapement.  He  developed  the  modern 
anchor  escapement  and  the  spiral  bal- 
ance-spring, two  of  the  single  most 
important  developments  in  horology. 

In  1674-75,  the  watchmaker  Henry 
Oldenburg  attributed  to  Christiaan 
Huygens  the  new  invention  of  the 
spiral  spring  applied  to  the  balance  to 
regulate  the  movement. 

Oldenburg  had  a vested  financial 
interest.  Huygen  had  offered  him  the 
English  patent  rights.  Hooke  could 
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take  no  more  theft,  angrily  protesting 
his  invention  was  perfected,  as  it  had 
been,  17  years  before. 

Hooke  was  confident  he  had  proof 
of  his  priority  in  the  records  of  the 
Royal  Society,  to  which  his  paper  had 
been  read  in  1660.  That  would  have 
been  irrefutable,  accepted  as  such.  But 
the  keeper  of  those  records  was  none 
other  than  Oldenburg;  the  definitive 
notations  were  never  found. 

Hooke  had  been  taken  again,  and 
this  time  it  hurt,  not  least  because  he 
could  have  profited  by  a commercially 
useful  product,  so  unlike  many  of  his 
inventions  of  instruments  and  devices 
of  use  primarily  in  science,  like  the 
vacuum  pump. 

Not  only  had  Hooke  invented  that 
spiral  spring,  he  had  first  enunciated 
the  law  of  spring,  or  elasticity. 

He  could  have  made  a mint  on  his 
invention  of  the  universal  joint,  with- 
out which  many  cars  wouldn't  func- 
tion today,  but  it  had  use  then  mainly 
in  watches  and  dial  instruments;  or  the 
iris  diaphragm  for  telescopes,  not  to  be 
used  in  cameras  for  some  time;  or  the 
wheel  barometer;  or  the  "weather- 
clock,"  which  recorded  for  the  first 
time  hour-by-hour  changes  in  pressure, 
moisture,  temperature,  wind  direction 
and  precipitation,  making  him  the  first 
meteorologist. 

If  Hooke  questioned  the  biblical 
story  of  creation  before  Darwin,  he 
didn't  make  a fuss.  He  was,  after  all,  a 
quiet,  contemplative  man  who  spurned 
controversy.  Nor  did  he  make  a big 
thing  of  it  when  he  conceived  the  laws 
of  planetary  motion,  which  would 
have  been  anathema  to  the  orthodox 
theologians  of  the  day  with  their 
geocentric  dogma. 

PLEASE  TURN  PAGE 


A page  illustrating  some  of  Hooke’s  scientific  inventions. 
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M 1 C R O C R A P H 1 A.  ir 

cui  ioiis,  blit  that  poliibly,  if  f could  iiic  fomc  furtlicr  diligence,  I might 
find  it  to  be  difccrnable  with  a Mnrnj'cofc^  I with  the  fame  lliarp  Pen- 
knifejCutotTfrom  the  former  (moorh  lurtace  an  exceeding  thin  piece  of 
it,  and  placing  it  on  a black  obiuft  Plate,  Ixcaulc  it  was  it  (elf  a white 
body,  and  caffing  the  light  on  it  u ith  a deep  {'l.mo-co»7jex  G/jj's,  1 could 
exceeding  plainly  perceive  it  to  be  all  perforated  and  porous, much  like 
a Honey-comb,but  that  the  ports  of  it  were  rot  regular^  yet  it  was  not 
unlike  a Honey-comb  in  thefc  particulars. 

tiilR  in  that  it  had  a very  little  lolid  fubflance,  in  comparifon  of  the 
empty  cavity  that  was  contain’d  between,  as  iloes  more  m.mifeffly  appear 
by  the  Figure  A and  B of  the  X 1. for  the  h/tcrjlitta^  or  walls 
(as  I may  fb  call  them)  or  partitions  of  thole  pores  were  ncer  as  thin  in 
proportion  to  their  pores,  as  thofe  thin  hims  ofWaxina  Honey-comb 
(which  enclofeand  conftitute  they?.Y.w^«/.n-  ccI/s')mc  to  theirs. 

Next,  in  that  thefe  pores,  or  cells,  were  not  very  deep,  but  confiffed 
of  a great  many  little  Boxes,  feparated  out  of  one  continued  long  pore. 

In  certain  DtJp/.rjgK/s,  as  is  vilible  by  the  Figure  B,  which  reprelcnts  a 
light  of  thole  pores  fplitthe  long-ways. 

I no  foonerdilcern’d  thefe  (which  were  indeed  the  firfi:  microfcopkal 
pt'res  I ever  faw,  and  pcrhaps,that  were  ever  feen,  for  I had  not  met  with 
anv  Writer  or  Perfon,  that  had  made  any  mention  of  them  before  this) 


Robert  Hooke 


Hooke  was  a spirited  writer  and  an 
expert  draftsman,  but  he  was  also  a 
man  of  almost  total  candor.  Where 
Newton  deliberately  veiled  his  theories 
and  laws,  in  such  works  as  Principia,  in 
a language  understandable  only  to  the 
most  learned  mathematicians,  Hooke 
let  it  all  hang  out  so  that  everyone 
could  understand.  His  joy  of  discovery 
was  boundless  and  his  greatest  satis- 
faction in  sharing. 

Newton  wanted  only  a few  to  un- 
derstand that  he  was  dead  right; 
Hooke  wanted  to  be  useful,  as  he  was 
in  such  an  immense  variety  of  ways  it 
is  difficult  to  cite  his  equal. 

How  could  the  seafaring  nation  of 
Britain  have  spread  the  flag  of  empire 
without  Hooke's  contributions  to  navi- 
gation, including  methods  for  deter- 
mining longitude  or  at  sea,  or  his 
significant  contributions  to  King 
Charles's  establishment  of  the  Royal 
Observatory  at  Greenwich? 

If  the  Royal  Society  was  New- 
tonian, or  to  become  so  after  Hooke's 
death  when  Newton  became  President 
(as  he  couldn't  have  while  Hooke 
lived),  it  was,  first  and  last,  Baconian. 
The  great  Sir  Francis  had  laid  down 
general  statements  about  the  aims  and 
methods  of  modern  science  that  had 
become  holy  writ  in  the  pre-New- 
tonian period. 

Hooke’s  Hallmark 

The  mark  of  quality  was  on  every- 
thing Hooke  did;  on  every  experiment 
he  performed,  covering  almost  the 
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Hooke  drew  this  sketch  (top  photo,  page  22)  of  the  section 

of  cork  he  was  studying  when  he  first  hit  upon  the  idea  of  “cells,” 
the  word  he  used  to  describe  the  “little  boxes”  he  saw.  (Bottom 
photo,  page  22)  The  first  use  of  the  word  may  he  seen  on 
lines  14  and  15  of  this  page  from  the  text  of  “Micrographia,” 
published  in  1665. 


whole  range  of  human  inquiry  at  that 
time;  on  every  instrument  and  device 
he  perfected  in  the  very  origins  of 
modern  science  and  medicine. 

He  was  sometimes  badly  treated 
because  of  his  generosity;  he  gave 
most  of  his  ideas  away,  or  so  saw  them 
appropriated  by  opportunists.  Much  of 
what  he  discovered  entered  the  main- 
stream of  science  without  attribution 
or  was  wrongly  attributed  to  others. 

Only  the  "Huygens  spring"  seemed 
to  have  bothered  him. 

He  would  scarcely  have  cared  that 
his  career  as  one  of  the  two  major 
London  architects  after  the  Great  Fire 
is  honored  chiefly  for  his  design  of 
Bedlam  Hospital. 

He  was  possessed  of  demonic  en- 
ergy, which  may  have  been  bis  un- 
doing if  success  is  measured  materialis- 
tically or  by  appropriate  references  in 
the  books.  He  was  insterested  in  too 
many  things,  his  talents  too  diverse,  to 
remain  on  one  subject  long. 

Still  it  would  not  do  him  justice  to 
call  him  a scientific  dilettante,  since  he 
greatly  advanced  and  improved  knowl- 
edge in  every  field  he  entered.  Perhaps 
it's  fairest  to  say  that  he  remained  a 
gifted  amateur,  never  turning  pro,  un- 
til he  died.  □ 
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vifible  things  of  this  World,  Minds 
of  Men. 
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ow's  your  chance  to  travel  with 
family  and  friends  via  chartered  jet 
direct  to  one  of  the  world's  most 
sought  after  destinations  — Egypt,  the 
land  of  the  Pharaohs. 

No  place  on  earth  holds  a more 
fascinating  or  powerful  lure  than  time- 
less Cairo,  nestled  on  the  bank  of  the 
Nile.  You'll  stay  at  the  beautiful 
Hilton  Hotel  which  offers  a majestic 
view  of  the  city. 

The  narrow,  twisting  streets  of  the 
Khan  El  Khalili  Bazaar  are  lined  with 
shops  selling  every  type  of  Oriental 
goods  fashioned  of  gold,  silver,  copper, 
brass,  wood  and  ivory.  The  wonderful 
aromas  of  sandalwood  and  the  es- 
sences of  the  perfume  makers  mingle 
in  the  air. 

Across  the  street,  the  renowned 
Egyptian  Museum  of  Antiquities  is 
bursting  with  relics  from  its  collection 
covering  six  thousand  years,  high- 
lighted by  the  riches  of  the  King 
Tutankhamun  tomb. 

In  the  distance,  great  pyramids  rise 
on  the  horizon  at  the  edge  of  the 
desert.  See  the  great  Sphinx  standing 
guard  over  the  tombs  of  ancient  kings 
where  the  green  Nile  oasis  meets  the 
desert  at  Giza,  or  ride  a camel  to  the 


pyramid  of  Cheops  for  a closer  look  at 
the  Pharaohs'  burial  chamber. 

At  Memphis  is  the  alabaster  Sphinx, 
the  beautifully  carved  statues  of 
Ramses  II  and  the  nearby  step-pyramid 
at  Sakkara. 

A short  jet-hop  takes  you  to  Luxor, 
Karnak  and  Thebes  where  pharaohs 
built  great  stone  palaces  on  an  even 
grander  scale.  In  the  Valley  of  the 
Kings,  cut-rock  tombs  are  decorated 
with  vivid  wall  paintings  and  inscrip- 
tions. 

On  an  optional  excursion  to  the 
Mediterranean  seaside  resort  of  Alex- 
andria, you  will  see  the  fascinating 
remains  of  the  Greco-Roman  times  in 

Egypt. 

From  Cairo,  it's  on  to  Athens! 
Crowned  by  the  Acropolis  and  the 
Parthenon  of  Greece's  Golden  Age,  the 
modern  city  of  Athens  is  one  of  the 
most  cosmopolitan  cities  of  the  Medi- 
terranean. 

Here,  you'll  board  the  Stella  Maris 
luxury  cruise  liner  to  tour  several 
exciting  ports  on  the  Aegean  sea: 

• Santorini  — unlike  any  other  place 
in  the  world,  is  believed  to  be  the  site 
of  the  legendary  city  of  Atlantis  sub- 
merged centuries  ago. 


• Kusadasi,  called  the  gateway  of 
Turkey's  ancient  Ephesus,  was  re- 
garded as  one  of  the  seven  wonders  of 
the  ancient  world.  Here  you  can  walk 
marble  streets,  imagine  chariots  and 
see  the  temple  of  Diana. 

• Kos,  Greece  — best  known  as  the 
home  of  Hippocrates,  the  "father  of 
medicine."  The  famous  plane-tree  un- 
der which  Hippocrates  is  said  to  have 
taught  his  pupils  is  still  here. 

• Rhodes  — one  of  Greece's  most 
charming  islands.  Here  you'll  find  New 
Town,  smartly  contemporary,  and  Old 
Town,  teeming  with  bargains.  Walk  its 
historic  sites  and  enjoy  its  medieval 
atmosphere!  Until  677  A.D.,  the  huge 
Colossus  of  Rhodes  guarded  this  har- 
bor. Nearby  Lindos  offers  the  Acropo- 
lis, 1000  feet  above  the  sea  — a 
spectacular  sight  and  photographer's 
delight. 

• Hydra  — an  artist's  haven.  Distinc- 
tive cubistic  architecture,  sienna  tile 
roofs,  rugged  features  and  incom- 
parable colors  make  it  one  of  the 
favorite  resorts  in  Greece. 

Truly  an  adventure  you'll  always 
remember.. .first-class  meals  and  com- 
plimentary champagne  and  cocktails 
aboard  the  chartered  World  Airways 
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Travel  Medical  Seminar— May  7 - 21 , 1 979 


6gqpt/ 
dreek  Isles 

T^deentnre 


jet  featuring  stretch-out  extra  comfort 
seating. ..deluxe  accommodations  at 
the  Nile  Hilton  Hotel,  get-acquainted 
cocktail  party,  full  American  break- 
fasts and  gourmet  dining  each  evening 
at  a selection  of  the  finest  restau- 
rants... 

Aboard  the  Stella  Maris,  spacious 
air-conditioned  stateroom  with  private 
bath,  ample  drawer  and  closet  space, 
superb  international  cuisine  with  com- 


plete American  breakfast,  full  course 
lunch  and  dinner,  afternoon  tea  and 
late  night  buffet,  and  an  orchestra 
plays  for  dancing  each  evening! 

Special  INTRAV  Representatives 
will  travel  with  you  and  will  assist  in 
making  arrangements  for  sight-seeing, 
night  clubbing  and  other  recreational 
activities.  You  may  do  as  you  please, 
however,  there  is  absolutely  no  regi- 
mentation. Who  could  ask  for  more? 


Make  plans  now  for  your  two-week 
luxury  holiday  to  Egypt  and  the  Greek 
Isles.  Your  chartered  flight  departs 
from  Birmingham  on  May  7 and  re- 
turns May  21,  1979.  Space  is  limited, 
so  make  your  reservations  now. 

Fill  out  the  coupon  below  and 
return  (along  with  your  deposit— $200 
per  person)  to;  MASA,  P.  O.  Box 
1900-C,  Montgomery,  Alabama 
36104.  Att;  Mr.  Emmett  Wyatt. 


STELLA  MARIS  STATEROOMS 

My  1st,  2nd  and  3rd  Stateroom  Choices  are: 

Per  Person 

Category  Double  Occupancy 

AA  Deluxe  Outside — Bath/Tub 

S2198 

A 

Superior  Outside" 

S2098 

B 

Standard  Outside 

$1998 

C 

Minimum  Outside" 

S1898 

D 

Inside 

$1698 

E 

Single — Outside  (Space  Limited) 

$2198 

"3rd  & 4th  Persons  in  Staterooms 

$1598 

Above  prices  include  hotel  and  stateroom 


Send  To:  The  Medical  Association  of  the  State  of  Alabama 
19  South  Jackson  Street 
Montgomery,  Alabama  36104 

Enclosed  is  my  check  for  $ ($200  per  person)  as  deposit.  I under- 

stand the  total  deposit  will  be  refunded  if  it  becomes  necessary  to  cancel  my  Egypt/ 
Greek  Isles  Adventure  membership  at  least  60  days  before  departure,  when  final 
payment  Is  due.  Stateroom  assignments  will  be  made  in  the  order  of  receipt  of  deposits. 
Make  your  checks  payable  to  MANCHESTER  BANK-ADVENTURE  TRUST  ACCOUNT. 


Names 

Address 

City  State  Zip 

Area  Code  Phone 

Space  Strictly  Limited  — Make  Reservations  Now 

A Non-Regimented  Deluxe  Adventure 


i 


MJ-Nov. 


lETTERS 


Editor,  The  Journal 

I have  noted  Dr.  Robert  L.  Baldwin's  article  entitled, 
"Where  Have  All  the  Artists  Gone?"  in  the  July  1978  issue 
of  the  Journal  of  the  Medical  Association  of  the  State  of 
Alabama.  My  eye  was  attracted  particularly  to  the  final 
paragraph  in  which  he  says,  "...Let's  give  back  the 
heart-lung  machines;  throw  away  all  the  computers,  dump 
protocols  and  the  statistical  rubbish  they  produce...." 

While  there  is  much  that  I agree  with  in  Dr.  Baldwin's 
interesting  article,  I don't  agree  with  the  implication  that 
the  use  of  scientific  methods  and  modern  technology  is 
incompatible  with  artistry  and  compassion  for  the  patient. 
Indeed,  I am  completely  committed  to  the  concept  that  the 
artistry  of  medicine  and  surgery,  and  our  compassionate 
desire  to  be  of  warm  but  effective  service  to  the  patient 
demand  our  use  of  the  most  precise  and  modern  methods 
available. 

Often  this  involves  computers,  protocols,  statistics,  and 
even  on  occasions,  heart-lung  machines.  I strongly  suspect 
that  our  patients,  if  fully  informed,  would  demand  con- 
siderably more  from  us  than  artistry  and  compassion.  They 
demand  that,  of  course,  and  rightfully  so.  But,  I believe 
they  also  demand  results. 

Would  Dr.  Baldwin  really  wish  to  go  back  to  the  day 
when  all  that  could  be  said  of  the  doctor  was  that  "he 
sat-up  all  night  with  Granny,  while  she  died"? 

John  W.  Kirklin,  M.D. 

Professor  and  Chairman,  Surgery 

UAB  Medical  Center,  Birmingham 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction,  hypersensitivity  to  chlor- 
diazepoxide  HCl  and'or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g . operating  machinery,  driving)  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium*- 
(chlordiazepoxide  HCl)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules'day  initially,  increase 
gradually  as  needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function  Paradoxi- 
cal reactions  reported  m psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression,  suicidal  tendencies  may  be 
present  and  protective  measures  necessary  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants,  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax 
When  chlordiazepoxide  HCl  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated, avoidable  m most  cases  by  proper  dosage  ad- 
justment. but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction, changes  m EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl.  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  / e , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and  or  low  residue  diets 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 
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In  treating  certain  G.I.  disordi^rs ...  ' 

Enhance  your  therapeutic  e^^ectaticrf 
' with  the  triple  benefits  of  . 

Adjunctive  . 


Each  capsule  contains 
5 mg  chlordiazepoxide  HCI 
and  2.5  mg  cli^nium  Br. 


antianxiety/antisecretory/antispasmodic 

LibraxCunic  me  among  ijibdications 

in  provldmgt^  specific  antmnxiety  action  of 
LIBRiCiMXclilordiazepoidde  HCI)  as  weD  as  the  potent 
antisecretory  and  ant ispasmodic  actions  of  ; 

QUARZANXclidiniumBr)  for  adjunctive  therapy  _ 
of  irritdhie  howel  syndrome'and  duodenal  ulper.* 


<^R0CHE^ 


’■  Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


In  pharyngitis  and  tonsiiiitis 


.prompt  temporary  relief 
of  pain  even  before 
patients  leave 
your  office. 


CEPASTAT 

mouthwash/gargle/sore 
throat  lozenges 

Merrell 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 

CEPASTAT  in  your 
treatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 


Suit  the  product 
to  the  patient . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERREU  NATIONAL  LABORATORIES 
Division  o(  Richardson-Merrell  Inc 
Cincinnati  Ohio  45215 


relief  of  minor 
sore  throat  when 
patients  want  it . . 


Diagnosis  And  Treatment  Of  Diabetes  MelHtus 


Buris  R.  Boshcll,  M.D.* 


Diabetes  mellitus  is  now  our  most  important 
metabolic  disease.  It  involves  at  least  5%  of  the 
population  and  its  prevalence  is  steadily  increasing. 
Six  hundred  thousand  new  cases  occur  annually  in 
the  United  States;  thus  the  prevalence  is  doubling 
every  fifteen  yearsi . 

Diabetes  mellitus  is  the  most  common  cause  of 
irreversible  blindness,  the  most  common  under- 
lying factor  in  accelerated  vascular  disease  and  the 
third  leading  cause  of  death2.  Each  year,  diabetes 
costs  the  economy  of  this  country  at  least  $6 
billion  in  terms  of  loss  of  work,  medical  charges, 
etc.  3 

Although  five  or  six  Nobel  prizes  have  been 
awarded  to  investigators  involved  in  diabetes  or 
diabetes  related  research,  we  still  do  not  actually 
know  what  diabetes  is,  how  insulin  works  at  the 
molecular  level  or  the  precise  etiology  of  diabetic 
complications. 

There  is  a general  consensus  among  experts  in 
the  field  that  what  we  now  know  as  diabetes 
mellitus  is  a variety  of  diseases  or  conditions  all 
cloaked  under  the  umbrella  of  hyperglycemia. 
Thus  it  is  reasonable  to  suspect  that  in  subsequent 
years  we  will  subclassify  diabetes  on  the  basis  of 
etiology,  much  as  the  common  disease,  pneumonia, 
has  been  divided,  i.e.  pneumococcal  pneumonia, 
coxsackie  viral  pneumonia,  etc.  We  will  then  speak 
of  diabetes  in  the  terms  listed  in  Table  1 rather 
than  as  juvenile  onset  diabetes,  maturity  onset 
diabetes  or  maturity  onset  diabetes  of  youth  as  we 
now  classify  the  disease. 

Diabetes  is,  by  definition,  a relative  or  absolute 
lack  of  insulin.  From  the  standpoint  of  diagnosis, 
however,  we  will  depend  on  an  indirect  method, 
the  oral  glucose  tolerance  test.  Ideally  the  oral 
glucose  tolerance  test  should  be  performed  in  the 
early  morning  following  an  overnight  fast.  The 
patient  should  eat  a 2500  to  3000  calorie  diet  high 


*Director,  Diabetes  Researeli  and  Training  Center, 
Medical  Director,  Diabetes  Research  and  Education 
Hospital,  Director,  Division  of  Endocrinology  and 
Metabolism,  Ruth  Lawson  Hanson  Professor  of 
Medicine,  University  of  Alabama  in  Birmingham, 
Birmingham,  Alabama. 


in  carbohydrate  for  at  least  three  days  preceding 
the  test;  however,  as  long  as  the  individual  has 
consumed  a minimum  of  1500  calories  per  day  it  is 
unlikely  that  a truly  normal  test  will  become 
abnormal.  The  glucose  tolerance  test  should  be 
performed  by  giving  the  patient  (adult)  75  gm  of 
glucose  dissolved  in  300  ml  of  chilled  water.  This 
should  be  consumed  over  a period  of  5 minutes. 
Blood  for  glucose  determination  should  be  drawn 
fasting  and  each  half  hour  for  a total  of  three 
hours.  Normal  values  for  whole  venous  blood  are 
less  than  160  mg/  100  ml  during  the  first  hour,  less 
than  140  at  one  and  one-half  hours  and  less  than 
120  at  two  hours.  If  plasma  or  serum  is  used,  these 
values  should  be  increased  by  15%,  as  plasma  and 
serum  glucose  values  are  15%  higher  than  whole 
blood  when  the  hematocrit  is  within  normal  range. 

Several  factors  are  known  to  adversely  influence 
the  glucose  tolerance  test,  i.e.,  decrease  the  tol- 
erance of  the  patient  for  glucose  thereby  causing 
spuriously  high  values.  These  factors  include: 

1 . Age  (Increases  the  one  hour  value  by  approxi- 
mately 13  mg%  and  the  two  hour  value  by  7 mg%) 

2.  Pregnancy 

3.  Oral  contraceptives 

4.  Thiazide  diuretics 

5.  Cortisone 

6.  Bedrest  or  decreased  activity  in  general 

7.  Stress  (This  may  be  an  illness  such  as  a stroke, 
myocardial  infarction,  etc.  or  it  may  be  emotional 
stress) 

8.  Starvation 

9.  Intestinal  shunts 

1 0.  Liver  disease 

11.  Other  endocrinopathies  such  as  pituitary  or 
adrenal  tumors  adrenal  hyperplasia. 

Generally  speaking,  the  glucose  tolerance  test 
should  not  be  performed  within  less  than  one 
month  following  a severe  illness  or  less  than  48 
hours  after  the  discontinuation  of  diuretics.  The 
adverse  effect  of  oral  contraceptives,  cortisone, 
etc.,  may  last  much  longer.  Therefore,  two  to  four 
weeks  should  elapse  after  discontinuation  of  thera- 
py with  these  agents  before  the  glucose  tolerance 
test  is  performed. 

The  ingested  glucose  is  pooled  and  mixed  in  the 
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CLASSIFICATION  OF  DIABETES  MELLITUS 
FUTURISTIC 
BASED  ON  ETIOLOGY 

Juvenile  onset: 

1.  Viral 

a.  Mumps 

b.  Coxsackie^  3 2 1 

c.  EMC 

2.  Simple  autoimmune 

3.  Traumatic 

4.  Simple  genetic 

5.  Miscellaneous 
Adult  Onset: 

1.  Simple  genetic,  i.e.,  insulin  deficiency 

2.  Tissue  resistant 

a.  Quantitative  decrease  in  receptors 

b.  Low  receptor  affinity 

c.  Circulating  receptor  antibodies 

3.  Stress 

a.  Hormonal 

b.  Other 

4.  Miscellaneous 


Table  1 


Stomach  and  released  via  the  pylorus  into  the 
duodenum  in  a peristaltic  manner.  Interruption  of 
this  relationship  by  procedures  such  as  subtotal 
gastrectomy  and  gastrojejunal  shunting  floods  the 
small  bowel  with  glucose  and  causes  rapid  absorp- 
tion with  resultant  alimentary  hyperglycemia,  i.e. 
blood  glucose  of  more  than  160  mg%  during  the 
first  hour  and  a physiological  rebound  hypo- 
glycemia during  the  first  through  the  third  hour  of 
the  test.  On  the  other  hand,  such  conditions  as 
pyloric  stenosis  prevent  the  glucose  from  reaching 
the  small  bowel  and  result  on  a flat  glucose 
tolerance  test. 

Glucose  entering  a normal  small  bowel  is  ab- 
sorbed at  a rate  of  approximately  1 gm/kg  of  body 
weight/hour.  Thus  the  average  70  kg  man  absorbs 
the  75  gm  used  in  glucose  tolerance  testing  in 
approximately  one  and  one-half  hours.  The  glucose 
is  then  distributed  in  a liquid  pool  equal  to  about 
one-third  of  the  body  weight,  i.e.  the  extracellular 
fluid  plus  the  intracellular  fluid  of  tissues  such  as 
brain  and  liver  that  do  not  require  insulin  for 
glucose  transport.  Normally,  approximately  two- 
thirds  of  the  glucose  load  is  taken  up  by  the  liver 
and  one-third  presents  to  the  periphery.  These 
fractions  are  reversed  in  diabetes  and  in  obesity. 


Diabetes 


When  the  glucose  absorption  begins  and  the  blood 
glucose  begins  to  rise,  insulin  secretion  is  stimu- 
lated whereas  growth  hormone  and  glucagon  secre- 
tion are  suppressed.  As  the  glucose  utilization 
and/or  storage  exceeds  absorption,  the  blood  glu- 
cose begins  to  fall.  This  activates  the  prospective 
orchestra  of  glucagon,  growth  hormone,  epineph- 
rine, etc.  that  apply  the  brakes  and  prevent  serious 
hypoglycemia.  Hopefully  in  the  near  future  we  will 
understand  more  fully  the  true  etiology  of  diabetes 
mellitus  and  will  therefore  have  more  specific 
diagnostic  tests  than  is  the  oral  glucose  tolerance 
test. 

Treatment  of  diabetes  remains  highly  contro- 
versial. Proponents  of  the  Tolstoi  schooH  essential- 
ly aim  at  keeping  the  patient  out  of  ketoacidosis 
without  regard  to  glycosuria  and  the  specific  level 
of  blood  glucose.  This  school  of  thought  is  being 
largely  overshadowed  by  the  proponents  of  Joslins 
who  point  out  that  more  and  more  studies  are 
demonstrating  a relationship  of  diabetic  complica- 
tions to  insulin  deficiency  and  hyperglycemia^.z.s . 

The  philosophy  of  the  staff  of  the  Diabetes 
Hospital  at  the  University  of  Alabama  in  Birming- 
ham (UAB)  is  to  achieve  as  nearly  normal  blood 
glucose  levels  as  possible  without  producing  hypo- 
glycemia to  any  significant  degree.  We  try  to 
achieve  control  of  blood  glucose  levels  at  150  mg% 
or  less  in  the  fasting  and  three  hour  postprandial 
state.  Glycosuria  should  be  less  than  10  gm/d  as 
determined  by  the  clinitest  two  drop  technique. 

We  collect  four  pools  of  urine  from  each  patient 
daily  while  they  are  in  the  hospital  and  use  this 
information  along  with  the  blood  glucose  pattern 
to  regulate  the  patient.  The  urine  pools  are 
collected  from  bedtime  to  breakfast,  breakfast  to 
lunch,  lunch  to  supper,  and  supper  to  bedtime. 
Blood  sugars  are  drawn  fasting,  mid-morning, 
mid-afternoon  and  at  bedtime.  We  attempt  to  keep 
the  glycosuria  to  less  than  4 gm/pool  and  less  than 
10  gm/24  hours.  Our  goal  is  to  keep  the  blood 
glucose  levels  less  than  150  mg%  and  to  provoke 
hypoglycemia  as  little  as  possible. 

Our  initial  approach  is  to  try  diet  alone  if  the 
patient  is  not  ketoacidosis  prone.  The  diet  is 
calculated  for  each  patient  based  on  30  calories/kg 
ideal  body  weight.  If  it  is  obvious  that  insulin  is 
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essential,  we  begin  with  approximately  two  units 
of  NPH  insulin  and  two  units  of  regular  insulin 
before  breakfast  and  before  dinner.  Regular  insulin 
is  then  given  every  two  to  four  hours  until  we  have 
a general  idea  of  how  much  insulin  should  be  given 
in  the  two  shots  per  day  regimen.  Generally,  about 
two-thirds  of  the  total  dose  is  given  before  break- 
fast and  one-third  before  supper.  This,  however,  is 
tailored  for  each  patient  based  on  the  objective 
information  obtained  from  the  urinary  and  blood 
glucose  values.  Once  the  renal  threshold  has  been 
determined  to  be  relatively  normal,  blood  glucose 
patterns  can  be  discontinued  and  regulation  can  be 
based  on  the  quantitative  and  spot  (second  voided 
specimen  determined  before  each  meal  and  at 
bedtime)  urinary  test  results.  (See  Table  2,  Page  32) 

Most  patients  who  are  on  insulin  at  the  time  of 
admission  to  the  Diabetes  Hospital  are  found  to  be 
over  insulinized  and  are  therefore  frequently  labile 
and  brittle.  This  can  be  changed  by  reducing  the 
insulin  dose  slowly  in  an  objective  manner.  The 
primary  objective  is  to  make  changes  by  no  more 
than  two  to  four  units  at  a time  unless  the 
situation  demands  differently. 

The  key  difference  in  the  Diabetes  Hospital  and 
a general  hospital  is  the  availability  in  the  Diabetes 
Hospital  of  an  intensive  educational  program  and  a 
team  of  physicians,  nurses,  dietitians,  and  teachers 
who  are  trained  and  devoted  to  excellence  in 
diabetic  care.  Closed  circuit  television  programs, 
teaching  machines,  manuals,  group  education  and  a 
one-on-one  relationship  between  teacher  and  pa- 
tient provides  a very  stimulating  atmosphere  for 
patient  education. 

This  extensive  group  of  highly  trained  indi- 
viduals would  probably  not  be  economically  feasi- 
ble in  most  hospitals  but  constitutes  the  "nuts  and 
bolts"  of  the  Diabetes  Hospital.  The  Diabetes 
Hospital  is  staffed  and  prepared  to  handle  200 
patients  per  day  and  40  inpatients  at  all  times. 
Thus,  it  can  serve  as  a consultative  resource  to  a 
very  large  population  whereby  the  patient  attends 
the  five-day  intensive  educational  program  and  is 
then  returned  to  his  family  physician  for  follow-up 
care.  Expertise  in  thyroid,  pituitary,  parathyroid, 
obesity,  gout,  and  reproductive  problems  is  also 
available  in  the  Diabetes  Hospital.  Four  rooms  are 


equipped  with  monitors  and  special  observation 
windows  for  handling  emergency  problenis  such  as 
ketoacidosis  or  myocardial  infarctions. 

Current  investigative  programs  which  may  signif- 
icantly change  therapy  consist  of  the  development 
of  an  artificial  pancreas  in  collaboration  with 
investigators  at  the  Southern  Research  Institute, 
the  culture  of  beta  cells  which  may  someday  be 
used  for  transplantation  and  programs  in  neuro- 
endocrinology which  may  open  the  door  to  an 
effective  therapeutic  program  in  obesity  via  chemi- 
cal control  of  the  appetite  and  satiety  centers  in  the 
hypothalamus.  This  would  to  a large  degree  solve 
the  problem  of  maturity  onset  diabetes  mellitus. 

Also,  programs  in  genetics  and  immunology  have 
already  provided  a glimmer  of  hope  in  prevention 
and/or  control  of  juvenile  onset  diabetes.  Specula- 
tion based  on  recent  research  suggests  that  an 
immunosuppresive  program  might  amelioriate  or 
even  cure  juvenile  diabetes  if  started  immediately 
after  onset.  Thus  the  availability  of  a JOD  Diabetes 
Registry  in  Alabama,  the  only  state  to  have  such  a 
registry,  and  the  cooperation  of  our  state  physi- 
cians in  reporting  the  disease  is  a very  important 
beginning. 

Prevention  of  the  diabetic  complications  rather 
than  treatment  thereof  is  the  key.  More  and  more 
evidence  is  accumiulating  to  suggest  that  control  of 
the  blood  glucose  may  play  a significant  role  in 
preventing  these  problems. 

PLEASE  TURN  PAGE 
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Table  2.  THE  DIABETIC  PROGRESS  SHEET  IS  A CONVENIENT  METHOD  FOR  RECORDING  BLOOD  AND  URINE  GLUCOS 
LEVELS. 


DIABETIC  PROGRESS  SHEET 


PATIENT'S  NAME: 


DIET:  TOTAL  CAL. C. P. F. DISTRIB. 


POOL: 

HS-Br 

Br-I 

L-S 

S-HS 

HS-Br 

Br-L 

L-S 

S-HS 

7 am 

11  am 

3 pm 

9 pm 

7 am 

11  am 

3 pm 

9 pm 

BL.GL. 
Mg.  % 

Ur.  Gl. 

Ur.  Acet. 

T.V.  cc 

%GI. 

T.  Gl.  in 
G gms 

Insulin 

Dose 

Reaction 

DATE DATE 


POOL:  HS-Br  Br-I  L-S  S-HS 

7 am  1 1 am  3 pm  9 pm 


BL.GL. 
Mg.  % 

Ur.  Gl. 

Ur.  Acet. 

T.V.  cc 

%GI. 

T.  Gl.  in 
G qms 

Insulin 

Dose 

Reaction 

DATE 


HS— BR  — Bedtime  to  Breakfast 

Br— L — Breakfast  to  Lunch 

L— S — Lunch  to  Supper 

S— HS  — Supper  to  Bedtime 


HS-Br  Br-L  L-S  S-HS  | 

7 am  11am  3 pm  9 pm  | 


^ ■ 

DATE 

BL.  GL.  — Blood  Glucose 

Ur.  Gl.  — Urine  Glucose 

Ur.  Acet.  — Urine  Acetone  j 

T.V.  — Total  Volume  ‘ 

% Gl.  — Percent  Glucose  j 

T.  Gl.  in  gms  — Total  Glucose  in  gram 

Solving  o claims  probiem 
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Or  any  of  the  nine  other  Blue  Cross  professionol  relo- 
tions people  throughout  Alobomo.  Their  job  is  to  eose 
your  poin  when  filing  cloinns. 

They're  just  bubbling  over  with  suggestions  to  sove 
you  time  ond  hossles.  And  they'll  set  up  and  run  cloims- 
filing  workshops  and  poinstokingly  troin  new  cloims 
personnel  for  you.  Plus  lots  more. 

So  onytime  you  hove  o ticklish  cloims  problem  to 
solve  or  just  o basic  question  to  osk,  contoct  Doug  or 
the  person  like  him  in  your  oreo. 

We  coll  these  people  professional  relations  special- 
ists, but  you'll  coll  them  lifesovers. 

If  you  don't  know  who  your  Blue  Cross  professional 
relotions  person  is,  coll  205/251-4233.  Or  write:  930 
South  20th  Street,  Birminghom,  AL  35298. 

Blue  Cross 
Blue  Shield 

of  Alabama 

© Registered  Mark  Blue  Cross  Association 
©Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Adams 
Beltone  Hearing  Aid  Service 
315A  SouthlSage  Avenue 
Mobile,  Alcfcama  36606 
205-479-9|09 


Ronald  D.  Lenox 
Beltone  Heai|ig  Aid  Center 
1810  Montgc^ery  Hwy.  Suite  17 
Dothan,  Alabama  36303 
205-794-343^  205-794-2233 


K.  Louis  A^r 

Beltone  Hfaring  Aid  Service 
302  Clint(|n  Avenue,  East 
Huntsville,^labama  35801 
205-533-1434 


John  T.  McGahc 
Beltone  HearinglAid  Service 
2425  N.  Broad  Sfket 
Selma,  Alabamal 36701 
205-875-7911  U 


Bruce  Cl 
Beltone 


dus 

aring  Aid  Service 


no  East|l3th  Street 


'0 

Anniston!  Alabama 
205-23^11551 


36201 


Beltone  Ilearing  Aid  Service 
211  Nort|  3rd  Street 
Gadsde|,  Alabama  35901 
205-54611200 


Chester  H.  Partin 
Beltone  Hearing  Aid  "tervice 
504  Woodward  Averse 
Muscle  Shoals,  Alabai^  35601 
205-381-4110 


Beltone  Hearing  Aid 
1311  6th  Avenue,  S.E, 
Decatur,  Alabama  3^ 
205-350-2474 


ervice 


M.  Guilloi  Jr.  & J.  Perkins 
Beltone  hfearing  Aid 
1201  E.  Sduth  Blvd.  I 
Montgorrferv,  Alabairki.  36116 
205-281-J 


A.  L.  Pattillo, 

fne"fl^ring  Aid  Center 
825  22nd  Street,  So. 
Birmingham,  Alabama  35205 
205-323-4271 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 

4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


PHYSICIAM^S  PLACEMENT  SERVICE 

The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians’  Placement  as  a service  to  the  medical  profession  in  the  state  of  Ala- 
bama. Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making  inquiry.  Physicians  wishing  to  estab- 
lish practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  infoimation  write:  Mr.  Emmett  Wyatt,  Executive 
Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (206)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


CARDIOLOGY:  Age  30;  Bowman  Gray, 

1974;  seeking  practice  in  Cardiology.  Avail- 
able July  1979.  LW-09178. 

* * * 

CARDIOVASCULAR  DISEASES:  Age  30; 
Bowman  Gray-Wake  Forest,  1974;  Ameri- 
can Board  Certified;  will  be  American  Board 
Eligible  in  1979;  seeking  single  specialty 
group,  multi-specialty  group  or  partnership. 
Available  as  of  July  1979.  LW-13833. 

DERMATOLOGY/INTERNAL  MEDICINE: 
Age  31;  Michigan  State;  1974;  will  be 
American  Board  Eligible  in  1979;  seeking 
single  specialty  group,  multi-specialty  group 
or  partnership.  Available  as  of  July  1979. 
LW-13723. 

EMERGENCY  MEDICINE/INTERNAL 
MEDICINE:  Age  29;  Louisiana  State  Uni- 
versity, 1975;  Board  Eligible  in  Internal 
Medicine;  seeking  emergency  practice  in  a 
town  of  30,000  population  and  above. 
Available  for  practice  now.  LW-11278. 

GASTROENTEROLOGY:  Age  33;  Case 

Western  Reserve,  1971;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  20,000  to 
100,000.  Available  July  1979.  LW-11378. 

gastroenterology/internal 
MEDICINE:  Age  29;  Ohio  State,  1974; 

Natiohal  Board  Certified;  American  Board 
Certified;  American  Board  Eligible  in  1979; 
seeking  single  specialty  group,  partnership 
or  multispecialty  group.  Available  July 
1979.  LW-13592. 

GENERAL  PRACTICE:  Age  37;  University 
Of  Louisville,  1967;  American  Board  Certi- 
fied; seeking  general,  assistant  or  associate 
practice  preferably  in  the  Mobile,  Mont- 
gomery, Birmingham  or  Huntsville  areas. 
Available  September  1978.  LW-14129. 

INTERN:  Age  31;  UAB  1975;  seeking  prac- 
tice in  Internal  Medicine  in  south  Alabama 
or  Mobile  area.  Available  1980.  LW-02. 


INTERN:  Age  29;  UAB  1975;  seeking  prac- 
tice in  General  Surgery/General  Practice  in 
city  of  50,000  to  150,000  population. 
Available  July  1979.  LW-03. 

* * * 

INTERNAL  MEDICINE:  Age  36;  Medical 
College  of  Georgia.  1973;  American  Board 
Certified  in  Internal  Medicine;  seeking  prac- 
tice in  specialty  preferably  in  the  southern 
part  of  Alabama.  Date  available  for  practice 
is  open.  LW-1 1178. 

★ * ★ 

OBSTETRICS  & GYNECOLOGY:  Age  30; 
Meharry  Medical  College,  1973;  will  be 
American  Board  Eligible  in  1979;  seeking 
practice  in  partnership,  single  specialty 
group  or  multi-specialty  group.  Available  as 
of  July  1979.  LW-13835. 

OPHTHALMOLOGY;  Age  30;  St.  Louis 
University,  1974;  National  Board  Certified; 
American  Board  Eligible;  seeking  solo,  part- 
nership or  research.  Available  January  1979. 
LW-12416. 

CARDIOVASCULAR  SURGERY/GEN- 
ERAL SURGERY:  Age  35;  University  of 
Alabama,  1971;  American  Board  Certified; 


will  be  American  Board  Eligible  in  1979; 
seeking  a practice  in  solo,  partnership  or 
research.  Available  July  1979.  LW-13665. 

ORTHOPEDIC  SURGEON:  Age  31;  Medi- 
cal College  of  Georgia,  1972;  seeking  prac- 
tice in  town  of  50,000  population.  Available 
August  1979.  LW-701. 

ORTHOPEDIC  SURGEON:  Age  30;  Uni- 
versity of  Tennessee,  1973;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  15,000  or  great- 
er. Available  for  practice  January  1980. 
LW-1 1478. 

ORTHOPEDIC  SURGERY/HAND  SUR- 
GERY: Age  32;  Ohio  State  University, 

1972;  National  Board  Certified;  American 
Board  Eligible;  seeking  single  specialty 
group  or  partnership.  Available  July  1979. 
LW-13012. 

ORTHOPEDICS:  Age  30;  University  of  Ala- 
bama, 1973;  National  Board;  seeking  prac- 
tice in  the  Northern  section  of  Alabama  in  a 
town  of  30,000  or  more  population.  Avail- 
able July  1979.  LW-09378. 

GENERAL  SURGERY/GENERAL  PRAC- 
TICE: Age  46;  University  of  Maryland, 

1968;  American  Board  Eligible;  seeking 
practice  in  partnership,  multi-specialty 
group  or  emergency  room.  Available  as  of 
December  1978.  LW-12085. 


PSYCHIATRY;  Age  28;  University  of  Iowa, 
1976;  American  Board  Eligible  in  June 
1979;  seeking  practice  in  specialty  or  private 
practice.  Available  July  1979.  LW-09578. 

GENERAL  SURGERY:  Age  34;  seeking 

practice  in  specialty  in  a town  of  40,000 
population.  Available  as  of  September  1979. 
LW-1 1578. 

SURGEON:  Age  31;  UAB  1973;  National 
Board;  seeking  associate  practice  in  town  of 
25,000  plus  population.  Available  July 
1979.  LW-400. 

SURGEON/UROLOGICAL;  Age  30;  Uni- 
versity of  Alabama,  1974;  American  Board 
Eligible  in  1979;  seeking  partnership,  single 
specialty  group  or  solo.  Available  July  1979. 
LW-12031. 

SURGEON:  Age  34;  Vanderbilt,  1970;  Na- 
tional Board;  seeking  practice  in  town  of 
10,000-200,000  population.  Available  Sep- 
tember 1979.  LW-401. 

UROLOGY:  Age  30;  Yale  University  1974; 
National  Board;  seeking  associate  practice  or 
hospital-based  practice.  Available  June 
1979.  LW-800. 

UROLOGY:  Age  31;  New  York  Medical 
College,  1974;  seeking  practice  in  a group, 
partnership  or  solo.  Available  July  1,  1979. 
LW-07278. 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 


PEDIATRICIAN  Wanted  to  join  estab- 
lished three  man  pediatric  gtoup.  All  are 
board  certified.  Excellent  fringe  benefits 
from  our  professional  corporation.  Un- 
limited recreational  activities  with  quality 
schools  and  churches  in  this  metropolitan 
central  Alabama  city.  PW-16. 

INTERNIST— Excellent  opportunity  for  as- 
sociation with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  ahd  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

* * * 

RADIO  LOG  1ST— Must  be  experienced  and 
capable  in  all  phases  of  special  procedures 
including  angiography,  ultrasound,  CT,  and 
nuclear  medicine.  Immediate  opening  m 
expanding  multispecialty  private  hospital  in 
progressive  city  of  50,000  in  Southeast 
Alabama.  Salary  open  to  negotiation.  PW-27 

family  PH  YSI  C I an -Opport  un  ity  to  es- 
tablish gratifying  practice  m Southwest  Ala- 
bama community  of  9,000  with  a tiade  area 
of  25,000,  located  within  minutes  of  Mobile 
and  Gulf  Beaches.  Associations  with  es- 
tablished family  physician  possessing  well- 
equipped  offices  available.  Invitation  to  visit 
with  expenses  paid  will  be  directed  to  those 
who  qualify.  PW-26 

OPPORTUNITY  for  Surgeon,  Family  Practi- 
tioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 
35,000  population,  located  100  miles  north- 
west of  Birmingham.  May  beg  in  as  associate 
working  with  three  other  physicians  or  solo 


working  with  same  doctors.  Office  space 
immediately  available.  Excellent  location 
near  mountain  lakes,  river,  hunting,  fishing, 
boating,  golfing  and  nearby  to  Metropolitan 
Area.  PW-14.  ^ ^ 

OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS— 

Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 
city  40  miles  — population  of  200,000; 
nearest  hospital  20  miles;  last  physician  in 
town  died  12  years  ago;  equipped  three 
room  clinic  available  with  guaranteed  salary 
or  option  to  purchase;  principal  sources  of 
income  in  community  are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-09178. 

Town  of  1,300  population;  trade  area  less 
than  10,000;  south  central  Alabama;  one 
semi-retired  physician  in  town;  clinic  avail- 
able equipped  for  two  physicians;  commuter 
town;  nearest  hospitals  15  miles;  nearest 
metro  area  30  miles  with  200,000  popula- 
tion; 5 churches,  4 schools.  PW-09278. 

Town  of  2,500  population;  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  in  town;  one  physician  died  re- 
cently; 2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population;  two 
offices  available  and  another  one  could  be 
constructed;  principal  sources  of  income  in 
community  are  agriculture  and  light  in- 
dustry; 15  churches,  1 school,  2 kinder- 
gartens, 1 day-care  center;  social  activities 
include  service  clubs,  and  golf  course. 
PW-09378. 


NOVEMBER  1978 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


35 


COMMITTEE  OF  PUBLIC  HEALTH 

The  State  Committee  of  Public  Health  took  the  following 
actions  at  its  meeting  on  Oct  18,  1978: 

• Adopted  new  regulations  governing  subdivision  sewer 
systems  and  water  supplies  and  announced  that  within 
three  months  the  Committee  would  consider  standards  and 
guidelines  for  qualified  local  health  departments  to  assume 
primary  enforcement  responsibility,  specifying  conditions. 

• Approved  a research  project  for  a special  dietary 
department  for  Carraway  Methodist  Medical  Center  to  serve 
food  to  three  nursing  homes,  with  specified  conditions. 

o Deferred  consideration  of  new  Nursing  Home  Regula- 
tions pending  publication  of  Federal  requirements  in 
mid-1  979  to  permit  coordination  of  efforts. 

• Received  advice  of  the  appointments  to  the  Hazardous 
Wastes  Management  Technical  Advisory  Committee  of 
Governor  Wallace  on  September  13,  1978.  This  will  enable 
that  committee  to  begin  activities  under  the  new  Hazardous 
Wastes  Management  Act. 

• Received  advice  regarding  an  Attorney  General's  Opin- 
ion concerning  the  Hearing  Aid  Board. 

• Was  advised  of  a suit  by  the  Alabama  Council  on 
Human  Relations,  Inc.  vs.  Secretary  of  the  U.S.  Department 
of  Agriculture  and  Federal  and  State  officials  providing 
food  under  the  Women,  Infants  and  Children  Supplemental 
Food  Program. 

• Was  advised  by  the  State  Health  Officer  of  limited 
funds  for  the  WIC  Food  Supplement  Program  and  of 
negotiations  in  attempting  to  keep  the  program  operational 
in  spite  of  delayed  appropriations  from  Congress. 

• Was  advised  of  the  danger  posed  by  cases  of  cholera 
occurring  in  Louisiana  and  of  the  effect  on  safeguarding 
food  supplies  and  the  importance  of  surveillance  of  any 
unusual  cholera-like  diseases  which  would  indicate  spread 
outside  the  original  geographical  area. 

• Took  note  of  the  publication  in  CDC  Morbidity  and 
Mortality  Weekly  Report  regarding  the  Pneumococcal 
polysaccharide  vaccine.  The  Committee  authorized  further 
publication  to  the  medical  profession  regarding  this  im- 
munizing agent. 

• Was  advised  regarding  the  current  DHEW  organization 
pattern  and  emphasis  of  the  Medical  Information  Tracking 
System  utilized  by  Secretary  Califano  in  evaluating  health 
program  progress. 

• Was  advised  of  the  action  of  Cleburne  County  Commis- 
sion withdrawing  from  the  Cheaha  District  Board  of  Health 
and  maintaining  a County  Health  unit. 

• Received  a progress  report  on  the  Cervical  Cancer 
Screening  Program  and  of  the  cooperative  efforts  to 
improve  this  preventive  program  in  Alabama  by  official, 
voluntary  and  private  agencies  working  together.  A formal 
scientific  paper  is  expected  from  this  effort,  in  cooperation 
with  the  Cancer  Coordinating  Center  in  Birmingham. 

• Received  advice  on  the  increase  in  venereal  disease. 
Particular  emphasis  is  on  the  nationwide  increase  in 
syphilis,  with  unusual  problems  in  Alabama. 

• Confirmed  the  action  of  the  Drug  Enforcement  Ad- 
ministration of  the  Department  of  Justice  placing  prepara- 
tions containing  Difenoxin,  in  combination  with  Atropine 
Sulfate,  into  Schedules  IV  and  V,  effective  September  27, 
1978  and  published  in  the  Federal  Register,  Vol.  43,  No. 
167,  Monday,  August  28,  1978.  □ 
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Tenuate"  ® 

(dlethylpropion  hydrochloride  NF) 

Tenuate  Dospan' 

Idlethylpropion  hydrochloride  NF|  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ot  exogenous  obesity  as  a short-term  adjunct  la  lew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  Inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  In  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subiects  becoming  psychologically  dependent 
on  dlethylpropion  The  possibility  ot  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  partof  a weight 
reduction  prooram  Abuse  of  amphetamines  and  related  drugs  may 
be  associaterf  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  ot  certain  drugs,  may  be  severe. 
There  are  reports  ot  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonoed  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  ot 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  m children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  lo  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  In  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  leasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precerdial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  alter  ingestion  of  dlethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jlF 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  ot  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  comolaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increaseo  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (dlethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (dlethylpropion  hydrochloridei  controllerf-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  miomorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Fatigue  and  depressionusually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  Is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  In  this  regard  Intravenous 
phentolamine  (Regitine’l  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  ot  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  inquiries  lo 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Meriell  Inc 
Cincinnati,  Ohio  45215,  USA 
Licensor  of  Merrelf 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Ihnuate  Dosoan  ® 

(diethylpropion  hyditHmloricle  NF) 

75  mg.  controlled-release  tablets 


A userui  snon-ierm  aajunci 

in  an  indicated  weight  loss  program;;^ 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has  ’ 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  White  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.)  / 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  etietay  :: 
counsel  during  the  important  early  weeks  of  an  indicated  vwsyft 
loss  program.  ■ ■ ■ 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion 
well  documented.  No  less  than  16  separate  doubie-^^, 
controlled  studies  attest  to  its  usefulness  in  daily  practice,^ 
the  unique  chemistry  of  Tenuate  provides  ..anorexic  potency 
with  minimal  overt  central  nervous  system  or  card^p^^scular 
stimulation."^  Compared  with  the  amphetamine?,  c^lbytpropion 
has  minimal  potential  for  abuse. 


1bnuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


Be  A Careful  GME  Consumer 

by  GEORGE  D.  GETTING,  Ed.D.,  Director  of  Education 


Maybe  you  never  thought  of  yourself 
as  a CME  consumer  but  you  really  are 
if  you  consider  CME  as  one  form  of 
goods  and  services  — the  goods  being 
the  educational  materials  provided  and 
the  services  as  the  educational  ex- 
periences. 

CME  is  big  business  now,  involving 
the  expenditure  of  more  than  $1 
billion  each  year  and  many  thousands 
of  hours  of  physicians'  time. 

The  voluminous  advertising  bro- 
chures you  receive  every  day  in  the 
mail  concerning  educational  programs 
for  you  and  your  staff  are  a good 
indication  of  the  number  of  people 
who  are  competing  for  your  time  and 
also  your  money! 

Perhaps  a little  bit  of  the  Ralph 
Nader/Consumer  Protection  Agency 
approach  might  be  appropriate  in  se- 
lecting your  own  CME  goods  and 
services.  These  are  some  of  the  sug- 
gestions I would  propose  to  you  to 
help  you  be  a more  careful  CME 
consumer: 

The  Selection  of  a Persona!  CME 
Program:  If  the  sponsored  activity  is 
one  well  known  to  you  and  has  been 
putting  on  programs  for  a number  of 
years,  then  you  probably  need  to 
make  no  further  check  concerning  the 
quality  of  the  CME  program. 

If  you  are  planning  to  attend  an 
out-of-town  meeting  with  an  unknown 
organization,  then  check  the  AMA 
Physician's  Recognition  Award  book- 
let which  lists  all  the  organizations 
having  CME  accreditation.  This  is  not 
necessarily  indicative  of  a quality  ed- 
ucation program  but  at  least  the  or- 
ganization has  been  through  a formal 
review  process  in  the  last  few  years. 

Check  to  determine  the  type  and 
amount  of  CME  credit  which  has  been 
approved  for  each  program.  If  the 
advertising  brochure  says  something 


like  "CME  credit  applied  for"  then 
you'd  better  double  check.  For  ex- 
ample, one  of  our  own  MASA  mem- 
bers (who  is  also  an  AAFP  member) 
recently  attended  a two-day  advanced 
workshop  on  CPR.  Later  on  he  found 
out  that  the  sponsor  had  failed  to 
properly  apply  for  AAFP  prescribed 
credit,  and  the  member  lost  consider- 
able credit. 

Make  sure  whenever  possible  to  get 
an  attendance  certificate  from  your 
CME  meeting,  particularly  for  Cate- 
gory I credit.  This  will  be  helpful  in 
verifying  your  CME  activity  and  keep- 
ing the  local  IRS  agents  happy.  If  you 
ever  fail  to  get  a promised  certificate, 
please  let  us  know  and  we  may  be  able 
to  help  through  our  AMA  contacts.  We 
have  done  this  in  some  instances. 

Selection  of  Practice  Management 
Programs  for  You  or  Your  Office 
Staff:  The  Medical  Association  does 
not  endorse  the  practice  management 
programs  of  any  commercial  organiza- 
tions; rather,  the  Education  Depart- 
ment works  closely  with  the  AMA 
Department  of  Practice  Management 
in  co-sponsoring  many  workshops  each 
year. 

This  has  been  done  because  of  the 
high  quality  of  the  programs  offered 
through  AMA  and  the  low  cost  to 
MASA  members.  Fees  are  charged  to 
cover  workshop  expenses.  Therefore 
we  hope  you  will  give  our  workshops 
consideration  in  planning  the  educa- 
tional activities  of  you  and  your  staff. 

It  should  be  pointed  out  however, 
that  there  are  currently  many  com- 
mercial companies  also  offering  prac- 
tice management  workshops  of  various 
kinds.  Many  of  these  are  of  good 
quality  and  are  used  and  endorsed  by 
some  of  the  other  state  medical  socie- 
tes. 

Therefore,  to  assist  you  in  making 


an  informed  decision  in  selecting  prac- 
tice management  workshops,  we  have 
established  a file  on  all  known  com- 
mercial companies  who  present  these 
programs  within  Alabama.  As  soon  as 
we  hear  about  a particular  company, 
we  will  send  them  a letter  and  request 
further  detailed  information  about 
their  operation  and  references  from 
prior  workshop  presentations.  In  most 
cases  we  receive  a prompt,  complete 
response,  a pretty  good  indication  of 
their  integrity. 

But  in  any  event,  the  information  in 
these  files  is  available  to  any  of  our 
members  who  want  to  known  about 
any  particular  company  before  making 
a selection  decision.  Legally  we  can 
not  make  any  value  judgment  since 
this  must  be  done  by  the  individual 
physician,  but  we  will  be  happy  to 
pass  on  any  information  we  do  have. 

The  number  of  these  commercial 
companies  coming  into  Alabama  has 
been  increasing  in  the  last  few  months. 
For  example,  from  July  to  September 
1978,  six  different  companies  pre- 
sented practice  management  work- 
shops at  various  Alabama  locations, 
primarily  the  big  cities.  Fees  varied 
from  $37  to  $145  for  a one-day 
workshop;  most  were  in  the  $75-$125 
range.  The  home  offices  of  these  com- 
panies were  all  over  the  United  States. 

Call  Us  For  Help:  Don't  hesitate  to 
give  us  a call  any  time  you  have  a 
question  concerning  an  organization 
producing  a CME  program  or  a prac- 
tice management  workshop.  Many 
people  have  already  started  doing  this 
as  a result  of  prior  articles  in  The 
Alabama  M.D.;  we  would  hope  that 
many  more  will  avail  themselves  of 
these  services.  We  will  do  our  best  to 
check  out  the  organization  to  help  you 
be  a more  knowledgable  CME  con- 
sumer. □ 
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I.P.S.  - Part  Two 


You'"  attention  was  directed  to  some 
general  information  and  thoughts  in 
last  months  Journal  about  the  im- 
paired physician.  Comment  was  made 
concerning  efforts  now  underway  to 
develop  programs  for  allowing  people 
to  work  more  effectively  in  these 
areas. 

In  this  article  an  attempt  will  be 
made  to  be  more  specific,  so  as  to 
show  that  some  problems  do  exist, 
raise  questions  about  their  cause,  and 
encourage  study  for  their  solution. 

From  a practical  standpoint  it 
would  seem  that  initially  much  can  be 
accomplished  by  enlisting  broad  indi- 
vidual interest  and  participation.  But 
in  the  final  analysis  enlightened  and 
understanding  members  of  an  entire 
family  may  be  what  is  needed  to 
develop  necessary  preventive  mecha- 
nisms, and  to  function  as  keys  that  can 
help  unlock,  surface  and  disperse  the 
memory  of  previous  complicated  dif- 
ficulties. 

Some  of  the  more  glaring  problems 
in  this  area  have  been  pointed  out  by 
physicians  themselves.  One  doctor, 
while  attending  a session  on  “The 
Medical  Marriage"  at  the  World  Con- 
gress of  Family  Medicine/General  Prac- 
tice in  Montreux,  Switzerland,  stated; 
"I've  been  interested  in  this  subject 
ever  since  I found  my  wife  in  the 


waiting  room  at  the  end  of  morning 
surgery." 

Another  U.S.  physician  told  the 
group  about  the  demise  of  his  own 
wife  V/2  years  previously.  He  en- 
couraged physicians  to  be  more  ob- 
servant and  urged  them  to  be  as 
attentive  to  their  wives  as  they  are  to 
their  patients. 

Dr.  Sarah  B.  Nelson,  a psychiatrist 
in  private  practice  in  Phoenix,  Ari- 
zona, told  the  audience  among  other 
things  that  a survey  of  160  wives  of 
members  of  the  Florida  Medical  Asso- 
ciation indicated  that  95%  felt  "neg- 
lected." The  doctor's  practice,  she 
said,  "is  seen  as  a demanding  mistress 
who  always  wins.  Patients  always  seem 
to  come  first.  Physicians  can  easily  use 
the  demands  of  their  practice  to  shield 
themselves  from  the  demands  of  wife 
and  family." 

Yet,  one  is  made  to  wonder  about 
the  cause  for  this  feeling  of  neglect  — 
and  does  it  not  work  both  ways?  Have 
spouses  of  physicians  gotten  them- 
selves too  busy  too  often  with  things 
of  lesser  importance?  Are  wives  too 
often  apathetic  about  everyday  topics 
of  interest  which  their  husbands  either 
enjoy  or  must  devote  some  attention 
to  of  necessity?  Do  we  show  adequate 
concern,  or  at  least  lend  an  ear  about 
problems  in  the  office  or  hospital— as 


well  as  those  inherent  where  changing 
patterns  of  practice  must  occur? 

Where  our  children  are  concerned, 
do  we  avail  ourselves  to  converse, 
work  and  play  with  them  so  that  they 
may  have  the  opportunity  to  study, 
learn  and  mature  under  what  we  be- 
lieve to  be  the  best  circumstances? 
How  well  do  we  take  advantage  of  the 
many  ways  by  which  we  can  better 
keep  abreast  of  pertinent  information 
that  is  readily  available  to  us?  But  I 
suppose  one  real  question  is,  how 
many  of  our  problems  are  brought 
about  unnecessarily? 

Answers  to  all  of  these  questions  are 
obviously  not  yet  available.  But  we 
can  certainly  believe  that  making  an 
effort  to  consolidate  and  distribute 
worthwhile  facts,  information  and 
ideas  will  be  most  helpful. 

In  becoming  available  to  be  a part 
of  this  effort  we  can  show  that  we  care 
and  do  wish  to  share  in  the  continua- 
tion of  this  endeavor,  which  should  be 
helpful  to  all  those  who  wish  and  need 
to  participate  in  the  future. 
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Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500738 


gLASSiriEP  APVERTISIMG 

FOR  RENT  POSITIONS  AVAILABLE 


MEDICAL  OFFICE  for  lease  In  Tuscaloosa,  with  or  without 
equipment.  Building  is  IV2  years  old,  1650  square  feet,  four 
examination  rooms,  large  reception  room;  one  unit  of  four-office 
complex;  two  medical  offices,  two  dental  offices.  Fully  equipped,  if 
desired,  for  instant  practice;  equipment  purchase  optional.  Ten 
blocks  from  Druid  City  Flospital.  Separate  equipment  sale  negoti- 
able. Inventory  available.  Contact:  Paul  D.  Nelson,  D.M.D.,  601-A 
Hargrove  Road  East,  Tuscaloosa.  Phone  (205)  345-7134. 


POSITIONS  AVAILABLE 


WANTED:  General  practice  psychiatrist  to  work  with  community 
mental  health  program.  Have  an  understanding  of  community 
mental  health  work,  able  to  work  with  a wide  variety  of  staff, 
willing  to  do  some  travel  within  catchment  area  on  scheduled  basis. 
Contact  Montgomery  Area  Mental  Health  Center,  1616  Mt.  Meigs 
Road,  Montgomery,  Alabama.  Telephone  263-7541. 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7545,  evening  hours  553-2198. 


PHYSICIANS  NEEDED  for  resort  community  in  magnificent 
sunbelt  setting.  Enjoy  superb  golf,  tennis,  sailing,  riding,  fishing, 
hunting  and  all  water  sports.  Start  with  a guaranteed  salary  and 
benefit  package.  No  investment  required,  but  in  two  years,  you  can 
own  your  own  practice  including  medical  and  office  equipment  and 
office  furniture  purchased  at  book  value.  Benefits  include  liberal 
vacation.  Study  time  with  travel  expenses  paid.  Paid  malpractice, 
health,  accident  and  life  insurance.  For  more  information,  write 
Don  Small,  Fairfield  Bay  Medical  Center,  Box  3008,  Fairfield  Bay, 
Arkansas  72088,  or  call  toll-free  800/643-9790  or  643-9791  (in 
Arkansas,  call  501/884-6334). 


Position  No.  1 — Small  Hospital — Out-patient  census  8 day.  2 
objectives.  Want  to  increase  E.R.  census  as  well  as  In-patient  census. 
Guaranteed  $75,000-$80,000  plus  30%  of  in-patient  gross  billing  — 
Work  Mon.,  Tues.,  Thurs.,  Fri.  days— Mon.  & Thurs.  evening.  May 
take  call  at  home.  10  miles  from  Medical  Center. 

Position  No.  2— Large  E.R.  practice  with  University  appointment. 
Guaranteed  $40-$45/hr.  May  work  position  No.  1 or  No.  2 or 
combination. 

3-4  weeks  paid  vacation  and  convention  time  plus  convention 
allowance  $600.00.  Health,  disability,  life  ins.,  pension  & profit 
sharing,  car  leasing,  and  yearly  bonus.  May  act  as  a consultant  or  do 
major  surgery  for  group.  (Will  provide  a billing  service).  Contact:  T. 
L.  Chastain,  M.D.,  Ph.  (205)  365-9606  Mon. -Fri.  9 a.m.  - 5 p.m.  or 
P.  O.  Box  11142,  Montgomery,  Alabama  36111. 

family  physicians — Two  (2)  General  Surgeon  one  (1)  either  or 
two  offices  in  Mobile.  Flexible  arrangements  in  a very  small  group. 
S.  L.  Spafford,  P.  O.  Box  160272,  Mobile,  AL  36116. 

ALABAMA:  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact;  Medical  Director,  Emergency  Depart- 
ment, Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639,  Marina  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 

wanted— Board  Certified  Internist  to  do  insurance  type  office 
medical  examinations  in  Alabama.  One  day  per  week.  Excellent  pay. 
Dr.  W.  H.  Escoffery,  14500  S.W.  186  St.,  Miami,  Fla.  33033. 
Telephone  305/247-7285. 


UROLOGIST,  ENT  PHYSICIAN  AND  PEDIATRICIAN 
WANTED — Board  Eligible  or  certified;  multi-specialty  group  of 
twelve;  central  Alabama  with  metropolitan  area  100,000;  45 
minutes  from  U of  A Medical  School;  three  lakes  within  45  mile 
radius;  for  physician  still  training,  $500  per  month  supplemental 
income  until  join  group.  Cost  of  moving  van  furnished.  Clinic 
established  twenty-five  years.  X-ray  and  lab  facilities.  Send  cur- 
riculum vitae  to  J.  L.  Thompson,  M.D.,  F.  Hood  Craddock  Memorial 
Clinic,  308  West  Hickory  Street,  Sylacauga,  Alabama  35150. 


After  specializing  in  the  treatment  of  alcoholism  y 

and  drug  addiction  for  17  years,  we  found  . . . 


if  there 
are  problems 
and  there 
is  dritiking... 
drinking 
inay  be  the 
only  Problem  / 


BOX  508  ST.A,TESBORO,  CA  30A58  (912)  764-6236 


Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

' The  effectiveness  of  Valium  (diazepam)  in  long-term  use.  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
I physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
I individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age.  known 
i hypersensitivity;  acute  narrow  angle  glaucoma,  may  be  used  in  patients 

iwith  open  angle  glaucoma  who  are  receiving  appropriate  therapy 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
I cupations  requiring  complete  mental  alertness  (e  g . operating  machinery, 

I driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 

* have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 

abdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  Seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
smalt  veins,  i.e.,  dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I.V.  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs. 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readmimster 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexciled  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis- phlebitis  at  injection  site,  hypoactivity.  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm.pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion. coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets.  2 mg,  5 mg  and  10  mg.  bottles  of  100  and  500 
Tel-E-Dose“  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10, 
Vials,  10  ml,  boxes  of  1,  Tel-E-Ject”  (disposable  syringes),  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol.  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1 5%  benzyl  alcohol  as  preservative 


Roche  Laboratories 

Division  of  Hofimann-La  Roche  Inc 

Nutley.  New  Jersey  071 10 


1 


I 


ONLYVALIUM*{diazepam) 


Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0 25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  admimsTration. 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  i e . 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants. Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated) 


2-MG,  5-MG, 
lO-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT® 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
lO-ML  VIALS 


5 MG/ML 


GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXIBILRY 


PSYCHOTT-IERAPEIjnC 

SKELETAL  MUSCLE 
RELAXANfT 


ONLY 


VAUUM 

^iazepam) 

HAS  THESE  TWO 
DISniMCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information.  ^ ROCHE 
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periodicals  with  volume,  page,  month-day  of  month 
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f ROM  THE  EXECUTIVE  DIRECTOR 


AN  END  AND  A BEGINNING 

Janus,  the  ancient  Roman  diety  for  whom  January 
was  named,  was  depicted  as  having  two  faces  — one 
facing  forward  and  the  other  behind,  the  future  and 
the  past. 

Janus  was  a god  of  gates  and  doors,  and  thus  of 
beginnings. 

As  we  approach  January,  we  customarily  look  back 
at  the  old  year  and  forward  to  the  new,  thus  to  as- 
sess the  one  and  plan  for  the  other. 

A year  ago,  if  you  recall,  1978  was  to  have  been 
the  year  of  national  health  insurance.  That  it  wasn't  is 
due  in  part  to  Secretary  Califano's  admission  that  the 
nation  simply  could  not  afford  a program  of  the 
scope  of  that  favored  by  Senator  Kennedy  and  or- 
ganized labor. 

The  Secretary  even  testified  to  that  effect  before 
the  Senator's  committee,  thus  establishing  what  had 
been  suspected:  a division  between  Kennedy  and  labor 
on  the  one  hand,  and  the  Carter  Administration  on 
the  other. 

As  we  look  forward  to  1979,  again  forecast  as  the 
year  of  national  health  insurance,  what  will  happen? 
Will  Kennedy  pursue  his  bill,  breaking  permanently 
with  the  Administration  in  what  some  see  as  his  own 
bid  for  the  Democratic  nomination  in  1980? 

Will  the  President  permit  the  challenger,  if  Kennedy 
is  perceived  as  that  next  year,  to  steal  his  thunder  in 
that  all-important  year  before  the  conventions?  Is  Mr. 
Carter  smarting  under  the  widespread  contention  that 
he  is  a one-term  President? 

Stay  tuned.  Next  year  may  see  a political  Donny- 
brook  in  which  health  care  and  specifically  the  medi- 
cal profession  become  everybody's  footballs. 

1979  could  be  the  year,  in  short,  when  medicine's 
very  survival  as  an  independent  profession  is  at  stake. 

Whatever  eventuates,  may  I take  this  opportunity,  in 
the  annual  holiday  suspension  of  hostilities,  to  wish 
you  the  best  of  everything  for  this  season  and  the 
new  year. 


S.  Lon  Conner 
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Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
)hngs  soothing  relief  within  minutes, 
^our  patients  will  appreciate  this  relief 
vhile  waiting  for  therapeutic  measures 
0 take  hold.  The  well-established 
mesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
he  irritated  or  inflamed  oropharyngeal 
nucosa. 

CEPASTAT  in  your 
treatment  room  . . . 

Jsed  as  a spray,  CEPASTAT  is  more 
ikely  to  deliver  the  most  relief  to  the 
gainful  area  of  the  throat. 


Suit  the  product 
to  the  patient . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215 


reiief  of  minor 
sore  throat  when 
patients  want  it . . 


\\ 


cimelidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  m single-dose  Anals 
in  packages  of  10. 

SK&F  LAB  CO. 

a SmilhKIine  company 


PRESIDENT'S  MESSAGE 


The  Year  Ahead 


Hiliary  H.  Henderson,  Jr.,  M.D. 

President 


As  the  old  year  winds  down,  it's  time  to  plan  for  the  new  one,  which  could  bring 
with  it  the  most  serious  challenges  in  the  history  of  medicine. 

Foremost  among  these  challenges  will  be  national  health  insurance.  And  1979  may 

be  the  year.  It  could  become  a no-win  tug-of-war  between  President  Carter's  bill,  when 
he  finally  presents  one,  and  the  even  more  dangerous  one  already  offered  by  Sen. 

Edward  Kennedy,  who  is  supported  by  organized  labor  in  a movement  that  would,  if 
successful,  socialize  American  health  care  without  actually  calling  it  that. 

To  prevent  this  will  demand  a united  effort  of  all  the  country's  physicians,  who 

know  better  than  most  citizens  what  the  results  of  a bill  like  Senator  Kennedy's 

would  be  — rationing  of  health  care,  loss  of  freedom  of  patients  and  physicians,  rising 
costs,  reduced  quality,  and  regimentation. 

The  congressional  fight  might  turn  out  to  be  a Mexican  stand-off  between  the 
Carter  Administration,  which  says  the  nation  simply  can't  afford  a NHI  bill  like  Ken- 
nedy's, and  the  Kennedy-labor  forces,  which  have  already  stated  their  argument  that 
health  care  is  a right,  regardless  of  the  costs. 

Although  this  debate  may  occupy  the  nation  in  much  of  1979,  at  least  we  can  all 
pause  now  during  the  holiday  season  and  reflect  on  the  blessings  we  have. 

It  is  my  hope  that  yours  are  large  indeed,  that  Christmas  1978  is  a good  one  for 
you  and  your  family  and  that  1979  will  be  a personally  and  professionally  rewarding 
year. 

Merry  Christmas  and  a Happy  New  Year. 
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From  The  Grass  Roots 
To  The  Ivory  Towers 


By  Dean  William  E.  Lotterhos,  M.D. 

Professor  of  Family  Medicine 
Director  of  the  Montgomery  Family 
Practice  Program 


After  25  years  of  growing  up  in 
the  grass  roots  of  medicine, 
through  practicing  General  Practice 
(by  choice)  for  20  years  and  five 
years  as  a Family  Physician  (by  ex- 
amination), I decided  to  heed  the 
call  and  return  to  the  "ivory 
tower.” 

This  time  it  was  to  be  as  a full- 
time faculty  member.  It  has  been 
determined  by  studies  presented  to 
the  Willard  Committee  that  one  of 
the  reasons  for  the  number  of 
medical  students  coming  out  of  the 
"ivory  towers"  and  going  into  Gen- 
eral Practice  was  declining  due  to  a 
lack  of  role  models  in  the  medical 
schools. 

Therefore,  after  much  contempla- 
tion and  with  muy  wife's  concur- 
rence, I decided  to  make  the  sacri- 
fice and  leave  private  practice  and 
go  to  the  "ivory  tower"  by  invita- 
tion to  create  a "role  model"  of  a 
Family  Physician. 

The  interior  of  an  "ivory  tower” 
was  not  new  to  me  for  in  Missis- 
sippi I served  on  a committee  that 
assisted  in  breaking  ground  for  a 
four  year  medical  school  and  oc- 
casionally was  invited  to  visit  as  a 
part-time  volunteer  faculty  in  Gen- 
eral Practice.  Yet  to  become  a 
full-time  professor  and  chairman  of 
a new  department  of  Family  Medi- 
cine, at  the  Medical  College  of 
Georgia,  I was  in  for  some  sur- 
prises inside  the  "ivory  tower”  that 
I shall  share  with  you  in  this, 

along  with  my  views  on  the 

"town-gown”  relationship. 

Busy  Tower 

In  the  first  place  I found  most 

of  the  folks  in  the  "ivory  tower” 
to  be  busy,  busy  — very  few  pro- 
fessors just  sitting  on  their  tenure. 
If  you  think  hospital  staff  commit- 
tee work  occupies  a lot  of  your 
time,  multiply  that  by  10  and 

you'll  be  somewhere  close  to  the 
range  of  time  spent  in  committee 
work  in  the  "ivory  tower.”  There 


are  always  so  many  meetings  to  at- 
tend. 

According  to  Dr.  Carleton  B. 
Chapman's  editorial  in  The  New 
England  Journal,  "medical  education 
always  tends  to  revert,  after  initial 
enthusiasm  has  waned,  to  es- 
tablished patterns.  The  record,  how- 
ever, supports  no  such  view."i 

As  he  points  out,  there  are 
many  changes  in  curriculum  content 
and  sequence.  There  is  earlier  ex- 
posure to  clinical  problems  and 
there  is  closer  correlation  between 
clinical  sciences  and  basic  sciences. 
"In  addition  to  these  changes  and 
trends,  some  institutions  have  super- 
imposed experiments  of  unusual 
sweeping  design...” 

Family  Practice  could  well  be 
considered  as  a sweeping  design  as 
pointed  out  by  Dr.  John  P.  Gey- 
man  in  his  special  article,  "Family 
Practice  in  Evolution. ”2  There  are 
many  occupants  of  the  "ivory  tow- 
er” who  have  not  fully  understood 
this  new  discipline.  However,  some 
have  grasped  the  concept  and  are 
doing  an  excellent  job  of  respond- 
ing to  the  "grass  roots”  cry  for 
'Help! ' 

Missouri  started  many  years  ago 
allowing  a full-time  faculty  person 
to  go  to  the  "grass  roots”  to  prac- 
tice medicine  while  the  "grass 
roots”  physician  went  to  the  "ivory 
tower”  to  be  a part-time  teacher 
and  brush  up  on  the  latest  scien- 
tific developments  that  would  bene- 
fit his  patients  when  he  went  back 
home.  This  was  a good  beginning 
but  the  federal  dollars  gave  out, 
and  I am  not  aware  of  any  other 
program  that  is  in  existence. 

After  this  experiment  there  was 
a much  better  relationship  between 
"town  and  gown”  in  Missouri  — 
"Not  as  many  of  those  'L.M.D.'s 
making  all  of  those  mistakes,  nor 
as  many  of  those  'square-heads'  in 
the  university  who  just  don't  un- 
derstand the  situation.” 
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Tower  and  Roots 

’ Medical  schools  do  and  should 
•'  produce  a well  qualified  fully  ed- 

iucated  "undifferentiated"  M.D.,  but 
they  should  also  be  concerned  with 
this  M.D.  becoming  a physician  if 
f this  is  to  be  their  role  and  to 
make  the  physician's  life  time  that 
of  learning  by  providing  continuing 
educational  experience;  some  of  it 
as  the  "ivory  tower"  but  some  of 
it  at  the  "grass  roots."  Since  mov- 
ing to  Alabama  two  years  ago  I 
find  U.A.B.'s  Outreach  Program  has 
been  doing  a creditable  job  in  this 
area. 

Patient  care  has  been  the  main 
emphasis  at  the  "grass  roots"  level 
for  years  and  has  become  more  a 
part  of  the  curriculum  in  most 
medical  schools  as  it  should  be. 
The  medical  students  deserve  a lot 
of  credit  for  assisting  to  bring  this 
about. 

It's  refreshing  to  find  the  Execu- 
tive Dean,  Dr.  Jim  Pittman,  here  in 
Alabama  serving  on  the  Public 
Health  Committee  of  M.A.S.A.  and 
is  very  active  in  attending  as  many 
meetings  as  his  schedule  will  allow. 
More  of  the  hierachy  in  the 
schools  of  medicine  should  be  in- 
volved with  the  physicians  in  pri- 
vate practice,  especially  members  of 
their  profession  who  have  graduated 
from  their  school  and  have  gone 
out  into  practice.  These  physicians 
would  be  in  a better  position  to 
relate  to  their  mentors  what  would 
more  properly  prepare  them  to 
face  what  would  be  expected  when 
they  face  the  "real  world." 

Another  surprise  to  me  in  the 
"ivory  tower"  was  the  attitude  of 
the  students.  Most  of  them  are  en- 
thusiastic and  very  sophisticated, 
but  in  some  schools  they  attend 
classes  when  they  want  and  many 
subscribe  to  a professional  note- 
taking service  and  their  goal  in  life 
is  "to  pass  the  next  examination," 
instead  of  "how  will  this  make  me 
a better  doctor?" 


There  should  be  more  of  the  art 
of  medicine  taught,  along  with  the 
science  and  long  range  planning  in 
the  curriculum  to  assist  them  in 
understanding  their  ultimate  goal. 
More  and  more  students  are  begin- 
ning to  ask  "Am  I really  getting 
my  money's  worth  (tuition)  in  be- 
ing educated  to  become  a good, 
well  qualified  medical  doctor?" 

In  the  August  4,  1978,  volume 
240,  of  J.A.M.A.  there  is  a Special 
Communication  entitled  "The  Chal- 
lenge of  Family  Practice  Recon- 
sidered" by  Drs.  William  R.  Willard 
and  C.  H.  "Bill"  Ruhe.  The  com- 
mittee recommended  that  "more 
emphasis  should  be  given  to  the 
preceptorships  as  an  education  ex- 
perience" and  "they  should  be 
well-planned  and  well-conducted. "3 

Here  is  an  excellent  area  where 
the  "ivory  tower"  occupants  and 
the  "grass  roots"  workers  could  im- 
prove their  relationship  in  Alabama. 
Most  every  physician  that  is  worth 
his  salt  has  something  that  they 
have  learned  to  assist  in  their  pro- 
fession since  they  had  their  formal 
training  and  would  be  happy  to 
share  with  a would-be  physician  if 
they  were  called  upon  to  do  so. 

The  medical  centers  are  having 
difficulty  in  finding  enough  clinical 
materal,  whereas  the  grass  roots  are 
having  trouble  finding  enough  time 
to  take  care  of  the  deluge  of  'sick' 
people.  So  why  not  share  with 

each  other  on  a formal  educational 
basis?  If  there  is  to  be  a preceptor 
type  of  education  it  must  have 
quality  controls  to  be  successful  or 
it  will  falter  as  it  did  at  the  turn 
of  the  century. 

Greatest  Reward 

Montgomery  is  one  of  those 
communities  that  has  all  kinds  of 
clinical  materials  and  the  "grass 

roots"  physicians  have  been  most 

cooperative  in  helping  to  set  up 

this  satellite  of  the  "ivory  tower." 


Perhaps  as  time  goes  by  there  can 
be  an  'extention'  of  the  Tower  and 
improve  the  relationship  in  this 

community  to  make  them  feel  that 
they  are  more  of  a part  of  the 
formal  educational  system. 

My  greatest  reward  has  been  the 
challenge  of  the  students,  providing 
them  with  as  much  of  the  high 
quality  that  is  expected  of  the 

"ivory  tower,"  mixed  in  with  the 
art  that  I have  learned  from  having 
been  in  the  "grass  roots."  Some 
students  are  eager  to  learn  from 
those  of  us  who  have  been  on  the 
firing  line. 

Last  year  the  students  at  DAB 

started  a Medical  Education  Com- 
munity Oriented  Program  for  the 

entire  state  which  is  getting  off  to 
a good  start.  Dr.  John  Buckingham, 
Department  of  Family  Practice  at 
UAB,  is  the  faculty  advisor.  This 
program,  if  successful,  could  be  an- 
other means  of  establishing  a closer 
ties  between  the  medical  school  and 
the  practicing  physicians  and  the 
communities  in  which  they  serve. 

Many  of  you  may  ask  of  what 
are  you  the  Dean  of  and  what  en- 
titles you  to  write  this  editorial  as 
a Dean?  When  I came  to  Mont- 
gomery it  was  with  the  understand- 
ing that  I would  develop  an  ac- 
credited family  practice  residency 
(which  was  accomplished  in  Novem- 
ber 1977)  and  the  long  range  plans 
were  to  develop  an  Area  Health 
Educational  Center  commonly  re- 
ferred to  as  an  A.H.E.C. 

Accordingly,  planning  began  for  a 
larger,  more  comprehensive  educa- 
tional program  that  would  en- 
compass concepts  similar  to  those 
crystalized  in  the  Carnegie  Commis- 
sion's special  report  on  Higher  Ed- 
ucation, "Higher  Education  and  the 
Nation's  Health"  and  proposed  by 
the  president  in  his  "Health  Mes- 
sage" to  Congress  in  February, 
1971.  These  plans  have  been  put 
on  the  back  burner  but  since  the 
concepts  of  Family  Practice  involve 
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DEAN’S  REPORT 

CONTINUED  FROM  PAGE  9 

a multi-interdisciplinary  health  edu- 
cational concept  I look  forward  to 
the  time  I can  go  back  to  the 
drawing  board  to  develop  further 
plans  for  an  A.H.E.C.  In  the  mean- 
time, I'm  serving  as  Dean  in  name 
only,  but  find  the  title  alone  has 
had  its  advantages  in  development 
of  the  Family  Practice  Program 
here  in  Montgomery. 

Montgonicrv  Clerkships 

We  have  initiated  a program  to 
provide  a clerkship  in  Family  Medi- 
cine here  in  Montgomery.  It  has 
been  approved  as  an  elective  for 
junior  or  senior  medical  students 
that  have  already  completed  a 
clerkship  in  Medicine  or  Pediatrics. 
This  clerkship  shall  provide  an  en- 
vironment which  shall  allow  stu- 
dents to  become  familiar  with  com- 
prehensive and  continuing  health 
care  of  individuals  within  the  con- 
text of  the  family  unit;  shall  place 
the  student  in  a clinical  setting 
where  they  observe  both  the  scien- 


tific and  humanistic  approach  to 
medicine;  shall  create  an  atmos- 
phere which  allows  the  medical 
students  to  develop  strong  motiva- 
tion for  personal  service,  preven- 
tion, and  maintaining  high  levels  of 
health  standards  for  patients.  The 
first  medical  student  started  Novem- 
ber 15.  The  second  one  is  sched- 
uled to  begin  in  January. 

I agree  with  Professors  Frazier 
and  Hiatt  of  Harvard  Medical 
School  in  their  recommendations; 
"Medical  education  should  be 
broadened  to  give  much  greater  em- 
phasis to  quantitative  analytic 
methods,  including  epidemiology 
and  biostatistics. 

Medical  schools  should  take  the 
lead  in  this  type  of  change  but  it 
will  be  much  more  effective  if  the 
physicians  in  the  "grass  roots" 

would  be  consulted  and  assist  the 
"ivory  tower"  leaders  in  making 
these  or  any  changes  in  the  health 
care  system  educational  programs. 

Now  after  six  years  of  exposure 


inside  the  "tower"  and  on  the 
fringe,  I wanted  to  share  some  of 
my  thoughts  about  medical  educa- 
tion from  one  who  has  spent  most 
of  his  professional  life  in  the  "grass 
roots."  Having  done  this,  I may 
soon  find  myself  back  in  "the 
pasture." 

On  the  other  hand,  I hope  that 
I may  have  twicked  the  imagination 
or  curiosity  of  some  of  you  prac- 
ticing physicians  that  may  be  quali- 
fied to  teach  — pay  a visit  to  the 
"tower"  and  find  out! 
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Now  there's  help 
for  the 

alcoholic  patient. 

More  than  ever  before,  physicians  are  facing  this  problem. 
Now,  there  is  an  answer. 

After  extensive  research,  Brookwood  Health  Services 
has  developed  the  Alcoholism  Recovery  Program  which 
is  offered  by  Brookwood  Lodges  at  Valley  Springs, 
Alabama. 

The  program  includes  four  phases:  Detoxification  and 
miedical  treatment  at  Brookwood  Medical  Center,  a 28 
day  treatment  program  at  Brookwood  Lodge,  liaison  with 
appropriate  community  groups  and  an  extensive,  two 
year  "after  care"  program. 

This  program  is  approved  by  Blue  Cross  and  most 
other  major  health  insurers.  It  is  the  only  program  of  its 
kind  in  Alabama. 

When  an  alcoholic  patient  turns  to  you  for  help,  contact 
Dr.  Jack  C.  Whites  at  Brookwood  Lodge/ Valley  Springs, 
Warrior,  Alabama.  Phone  647-1945. 


Brookwood 
Lodges 


The  Alcoholism  Division  of  BROOKWOOD  HEALTH  SERVICES,  INC. 
2(XX>D  Brookwood  Medical  Center  Dnve  • Birmingham,  Alabama  35209 
Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 
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The  Gnat  Laxative  Escape 


its?® 


Colace  means  escape~from  laxative  stimulation,  c 
from  laxative  harshness,  from  laxative  habit; 
Colace  gen%  helea  soften  stools  for  easy^-feWf^ 
'16ss,  unstrained  elimination.  It's  the  greMixatiye 
escape,  from  infancy  to  old  age^Avaiityale  in  1CX)  , 
and  50  mg.  capsules.  Syrup  or  Tiquid. 


PHARMACEUTICAL  DIVISION 


'C1978  Mead  Johnson  & Company 


Does  It  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator'? 

• vasodiian— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• Vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less  than-effective  indications  requires  further  in- 
vestigation 


Composition;  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg, 

Vasodilan  iniection,  isoxsuprine  FICI.  5 mg , per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg . three  or  four  times  daily. 
Intramuscular  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  m recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions-  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg,  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets.  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100.  500,  1000,  5000  and  Unit  Dose:  Injection,  10  mg.  per 
2 ml  ampul,  box  of  six  2 ml  ampuls. 

U S Pat  No  3,056,836 

VASODILAN 

(EOXSUFfINE  HCI) 

20’mg  tablets 


PHARMACEUTICAL  DIVISION 
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^The 

Williams  & Wilkins  Co. 

Baltimore,  Maryland 

We  are  proud  to  announce  that  Charles 
Putnam  is  our  new  sales  representative  for 
northern  Florida, 
Georgia,  and  Alabama. 


Charles  Putnam 
704  Forestdale  Drive 
Montgomery,  AL  36109 
(205)  272-0835 


Charlie  is  eager  to  supply  you  with  books  and 
journals  from  Williams  & Wilkins  as  well  as  titles 
from  Lea  & Febiger  and  Little,  Brown. 

Please  look  for  Charlie’s  book  display  in  your 
hospital  or  call  him  at  home  for  prompt  service. 

Charlie  will  be  happy  to  accept  your  Master 
Charge  or  VISA  card  for  any  Williams  & Wilkins  or 
Lea  & Febiger  title. 


ID 

After  specializing  in  the  treatment  of  alcoholism  % 

and  drug  addiction  for  17  years,  we  found  ... 


if  there 
are  problems 
and  there 
is  dritiking... 
drinking 
may  be  the 
only  Problem/ 


BOX  508  ST.A,TESBORO,  30458  (912)  764-6236 


Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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The  Medical  Association 
of  the  State  of  Alabama 

Sponsors  I.C.  System  Debt  Collection  Servicj 

■ ■■■■■■  ■ i 


A PROFESSIONAL  SYSTEM 

Strong-arm  tactics  can  backfire 
in  this  age  of  consumerism. 
This  psychological  approach 
maintains  goodwill  while 
inducing  the  debtor  to  pay  you. 

A REPUTABLE  SYSTEM 

I.  C,  System  fully  complies 
with  the  Federal  Fair  Debt 
Collection  Practices  Act.  and 
with  state  consumer  protection 
laws  in  force  throughout  the 
country.  As  the  law  varies,  so 
do  the  methods. 

A SAFE  SYSTEM 

A Hold  Harmless  indemnity 
agreement  protects  you  from 
any  legal  entanglement 
resulting  from  the  company  s 
efforts  to  collect 

A NATIONAL 
ORGANIZATION 

There  are  divisions  for  48 
states.  If  the  debtor  moves,  he 
hears  from  his  state  division  — 
at  no  extra  charge  to  you. 
There  is  no  need  to  rely  on 
forwarding  accounts  to  other 
agencies.  Localization 
increases  collection 
effectiveness. 


IT  S EASY 

Just  turn  in  the  debtor's  name, 
address,  phone  number,  type 
of  account  and  amount  owing. 
I.C.  takes  it  from  there. 

PERSISTENCY  PAYS 

The  company  works  every 
account  for  at  least  six  months, 
or  until  the  account  is  settled. 
Persistency  collects. 

A COMPREHENSIVE 
SYSTEM 

All  accounts  — large  or  small, 
any  age,  size  or  location  — are 
vigorously  pursued.  Such 
efforts  produce  more  net  profit 
for  you. 

ITS  INEXPENSIVE 

The  cost  to  submit  an  account 
IS  usually  less  than  one  dollar. 
Thereafter,  you  are  billed  only 
for  money  actually  collected  — 
28%  on  each  account  up  to 
$500  and  10%  on  the  amount 
over  $500.  There  are  no 
monthly  fees  or  annual  dues. 

A big  savings  over  other 
systems. 


KEEPING  YOU  INFORMED 

You  get  a confidential  activity 
report  every  60  days  showing 
the  status  of  every  account 
being  serviced. 

FREE  CUSTOMER  HOT  LINE 

If  you  have  a question,  use 
the  WATS  line  to  contact  your 
I.  C Customer  Service 
Representative.  Each  one  is 
especially  trained  to  handle  all 
types  of  problems  and  can 
give  you  the  information  you 
need  within  seconds. 

BEST  OF  ALL,  AN 
EFFECTIVE  SYSTEM 

Improved  technology  and 
experience  have  increased 
collections  nearly  tenfold  over 
the  past  ten  years.  The 
company  recovers  more  than 
two  million  dollars  per  month 
for  customers.  The  job  gets 
done  for  you  That's  why  I.  C. 
System  says  with  pride... 

THE  SYSTEM  WORKS. 


fO. 


TO  LEARN  MORE  ABOUT 
THE  I.C.  COLLECTION  SERVICE 
RETURN  THIS  CARD  TODAY. 


THE  MEDICAL  ASSOCIATION 
OE  THE  STATE  OF  ALABAMA 
P. 0.  Box  I 900-C 
Montgomery,  Alabama  36 1 04 

TELL  ME  MORE  about  this  highly  effective  collection  service. 


Name  (Firm) 


Address 


City State Zip 


Signed 


Title 


Form  No  989 


A N A T O M I A 


UTERI  HUMANI  GRAVIDI 

» TABULIS  ILLUSTRATA. 

A U C T O R E 

GULIELMO  HUNTER, 

SERENissiMAE  REGINAE  CHARLOTTAE  medico  extraordinario, 

IN  ACADEMIA  REGALI  ANATOMIAE  PROFESSOR  E, 

ET  SOCIETATUM,  REGIAE  ET  ANTI  Q.U  ARIA  E,  SOCIO. 

BIRMINGHAMIAE  excudebat  JOANNES  BASKERVILLE,  mdcclxxiv. 

L O N D I N 1 rmotTAMT  akd  S.  B A K.  E R.  T.  C A D E L L,  D.  W I L S O N,  G.  N I C O L,  it  J.  M U R R A T. 


THE  A X A r 0 M r 

OF  THE 

H U M A GRAVID  UTERUS 

EXHIBITED  IN  FIGURES. 


e r 

WILLIAM  HUNTER. 

rMTSlClAX  IXTRAORDIXARr  TO  THE  QUEEN.  PROFESSOR  OF 

AXATOMT  iX  THE  ROYAL  ACADEMT,  AXD  FELLOW  OF  THE 
ROTA  I AND  ANTI  f^UAMIAN  SOCIETIES. 


Pbintio  at  BIRMINGHAM  by  JOHN  BASKERVILLE,  1774. 
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PLEASE  TURN  PAGE 


Medicine  And  Art 


On  the  preceding  page  is  the  title  page 
from  William  Hunter’s  great  18th  Century 
medical  work,  The  Anatomy  of  the 
Gravid  Human  Uterus,  a work  of  astonishing 
beauty.  The  illustrations  depict  the  gravid 
uterus  life-size.  To  give  some  idea  of 
the  breath-taking  artistry  of  the  engravings, 
done  by  the  famous  John  Baskerville, 
the  journal  is  providing  its  readers  this 
holiday  season  with  a fold-out  bonus  of 
one  of  the  more  noted  of  these  illustrations. 
The  fold-out  is  only  slightly  larger  than  the 
original  by  Dr.  Hunter,  the  leading 
obstetrician  in  London  of  his  day.  This 
work  is  considered  one  of  the  finest 
anatomical  atlases  ever  produced.  Dr.  Hunter 
built  an  anatomic  theater  and  museum, 
where  the  best  British  anatomists  and  surgeons, 
including  brother  John,  were  trained. 

The  Human  Gravid  Uterus  is  in  the  Reynolds 
Historical  Library,  Birmingham. 
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Holiday  Issue 


Vesalius's  'De  humani  corporis  fabrica,'  from 
which  these  illustrations  were  copied  by 
MASA,  was  published  in  1543  and  is  today 
regarded  as  one  of  the  greatest  books  of  the 
world,  ranking  second  only  to  Harvey  in  the 
field  of  medical  history. 

It  was  the  first  modern  treatise  on  anatomy 
based  on  dissection  of  the  human  body.  The 
Flemish  anatomist  made  many  discoveries  in 
his  field  and  became  a noted  professor  of 
anatomy  in  the  mid-16th  century  at  the  Uni- 
versity of  Padua,  where  he  produced  'Fabrica,' 
in  an  arrangement  with  the  pupils  of  the  fa- 
mous painter  Titian. 

Vesalius  did  some  of  the  illustrations  himself 
but  the  chief  artistic  contributor  is  believed  to 
have  been  Jan  von  Calcar.  The  illustrations, 
some  of  them  whimsical  and  all  of  them  striv- 
ing for  an  element  of  art,  overthrew  many  of 
the  hitherto  uncontested  doctrines  of  the  2nd 
Century  anatomist  Galen  and  caused  a storm 
of  criticism  to  be  directed  against  Vesalius, 
who  was  thus  cast  into  the  unpopular  role  of 
iconoclast. 

He  left  Padua  under  persistent  attack  for  his 
beliefs  and  became  physician  to  Emperor 
Charles  V and  to  his  son  Philip  II.  In  1563, 


Andreas  Vesalius 
1514  - 1564 


he  made  a pilgrimage  to  Jerusalem  and  on  the 
return  voyage  died  in  Greece. 

This  great  work  was  the  first  notable  acqui- 
sition of  Lawrence  Reynolds,  M.D.,  born  at 
Skipperville,  Ala.,  near  Ozark,  in  1889.  Shortly 
after  World  War  I,  in  which  he  served  in  the 
Army  Medical  Corps  in  France,  the  young 
Johns  Hopkins  radiologist  bought  this  work  for 
the  then  princely  sum  of  $600,  at  a time  when 
his  monthly  salary  was  $250. 

Today  the  work  is  worth  many,  many  times 
that.  It  was  to  become  the  first  book  in  a 
lifelong  collection  that  has  been  hailed  as  one 
of  the  world's  great  libraries  of  rare  medical 
books. 

Although  he  practiced  in  the  North  and 
East,  never  returning  to  Alabama  except  to 
visit.  Dr.  Reynolds  ultimately  bequeathed  the 
entire  collection  to  the  University  of  Alabama 
before  his  death  in  1961.  He  did  so,  according 
to  the  late  Tinsley  R.  Harrison,  M.D.,  because 
his  University  diploma  had  graced  his  walls  for 
many  years  and  he  felt  indebted. 

That  permanent  collection,  numbered  in  the 
thousands  of  volumes  and  of  inestimable  value, 
is  now  the  Reynolds  Historical  Library,  Lister 
Hill  Library  of  the  Health  Sciences,  Birming- 
ham. 
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HILL  CREST  HOSPITAL 


This  113-bed  private  psychiatric  hospital  offers; 

* full  physical  and  psychological  diagnostic  facilities 

* staff  psychiatrists,  psychologists  and  consultants  in  all  medical  specialties 

* extensive  activities  therapy  program 

* in-depth  social  service  department 

* primary  care  nursing 

* biofeedback 

* Higdon  Hill  School  for  adolescents,  in-patients,  day-students,  residential 

* private  and  semi-private  rooms 

* spacious,  landscaped  campus  in  metropolitan  Birmingham  area 

* acceptance  of  most  major  insurance  carriers  — medicare  approved 

* membership  in  American  Hospital  Association,  National  Association  of  Private  Psy- 
chiatric Hospitals,  Alabama  Hospital  Association  and  Birmingham  Regional  Hospital 
Council 

* fully  accredited  by  Joint  Commission  on  Accreditation  of  Hospitals 

* patient  referrals  accepted  directly  to  hospital  through  admitting  department 

For  more  information,  call  1-800-292-8553  toll  free  in  Alabama,  or  write  Department  of 
Community  Relations  for  information  brochure. 

HILL  CREST  FOUNDATION,  INC. 

6869  Fifth  Avenue  South  Birmingham,  Alabama  35212 

PHONE:  205-836-7201 


The  Tennessee 
Valley  Alternative 

The  stoves  you  see  here  are  just  a sample  of  the  40 
models  youTl  find  at  Summer\vood  Stove  Company. 
All  are  built  to  last  a lifetime,  all  are  more  effieient 
than  the  “ordinary”  woodstoves  you’re  used  to  seeing. 
An  effieient  stove  requires  less  fuel  and  provides  more 
heat...  up  to  three  times 
more  than  their  less  efficient 
kin.  Our  stoves  are  more 
than  black  boxes-  they  are 
works  of  art 


nity  to  any  setting. 

If  you’re  up  on 
your  woodstoves 

you’ll  recognize  the  brands  we  offer  as  the 
finest:  Kiteway,  Jotul,  Lange,  Fisher, 

Efel,  Autocrat,  Nashua,  Godin,  Ti- 
rolia,  and  Therniograte. 

In  addition  to  one  of  the  larg- 
est woodstove  selections  in  the 
South,  we  carry  a eoni])lete  compli- 
ment of  wood  heat  niceties  such  as 
insidated  stovei)ii>e,  chimney  brushes,  and  fire])lace 
accessories. 

Before  you  choose  a stove  for  the  coming  winter, 
you  owe  yoursell  a visit  to  Summerwood.  These  days, 
onlv  tlie  wealthv  can  afford  not  to. 


1 1 1 . Icllcrson  St  • Downtown  Ilnntsville  • (205)584-8514 


Just  what  do  you 
get  for  your 
AMA  dues? 


You  get  a package  of  personal  and  professional 
benefits  and  services  that  are  the  most  extensive 
of  any  professional  organization. 

You  get  group  insurance  programs  that  pro- 
vide coverage  at  far  lower  costs  than  individual 
coverage. 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments. 

These  are  just  a few  of  the  broad  range  of 
benefits  you  get  for  your  dues.  Even  more  impor- 
tant, you  get  a strong  and  effective  spokesman  to 
represent  you,  your  interests,  and  your  views. 


r 1 

I Join  us.  I 

I We  can  do  much  more  together.  | 

■ Dept,  of  Membership  Development  * 

■ American  Medical  Association  | 

I 535  N,  Dearborn  St. /Chicago,  IL  60610  J 

I Please  send  me  more  information  on  the  AMA  | 

I and  AMA  membership.  | 

I Name | 

. Address ■ 

^ City/State/Zip j 

■ ALA/JRNL  ! 
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Solving  Q claims  problem 
Is  os  easy  os  coiling 


Eloise  Houston 


Or  ony  of  the  nine  other  Blue  Cross  professionol  relo- 
tions people  throughout  Alobomo.  Their  job  is  to  eose 
your  poin  when  filing  claims. 

They're  just  bubbling  over  with  suggestions  to  sove 
you  time  ond  hossles.  And  they'll  set  up  ond  run  cloims- 
filing  workshops  ond  poinstokingly  troin  new  cloims 
personnel  for  you.  Plus  lots  more. 

So  onytime  you  hove  o ticklish  claims  problem  to 
solve  or  just  o bosic  question  to  osk,  contoct  Eloise  or 
the  person  like  her  in  your  oreo. 

We  coll  these  people  professional  relotions  special- 
ists, but  you'll  coll  them  lifesovers. 

If  you  don't  know  who  your  Blue  Cross  professionol 
relotions  person  is,  coll  205/251-4233.  Or  write:  930 
South  20th  Street,  Birminghom,  AL  35296. 

Blue  Cross 
Blue  Shield 

of  Alabama 


©Registered  Mark  Blue  Cross  Association 
© Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


THBMPY 
AGAINST  TOPKA 


Neosporiri 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


Neomycin 

Staphylococais 

Haemophilus 

Klebsiella 

Aerobacter 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteus 

Corynebacteriiim 

Streptococcus 

Pneumococais 


Staphylococcus 

Corynebacteriiim 

Streptococcus 

Pneumococois 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-badtradn-neomycin). 


Neosporiri 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5.000  units:  zinc  bacitracin  400  units:  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affecfed.  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  IS  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 

It  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  fhe  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Depf.  PML. 


PHYSICIAN'S  PLACEMENT  SERVICE 

The  Medical  Association  ot  the  State  of  Alabama  maintains  the  Physicians'  Placement  as  a service  to  the  medical  profession  in  the  state  of  Ala- 
bama. Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  maKmq  inquiry.  Ptiysicians  wishinq  to  estab- 
lish practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  information  write:  Mi.  Emmett  Wyatt,  Executive 
Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (206)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


CARDIOLOGY:  Age  30;  Bowman  Gray, 

1974;  seeking  practice  in  Cardiology,  Avail- 
able July  1979.  LW-09178. 

CARDIOVASCULAR  DISEASES:  Age  30; 
Bowman  Gray-Wake  Forest,  1974;  Ameri- 
can Board  Cert  if  ied ; wil  I be  American  Board 
Eligible  in  1979;  seeking  single  specialty 
group,  multi-specialty  group  or  partnership. 
Available  as  of  July  1979.  LW-13833. 

dermatology/internal  MEDICINE; 
Age  31;  Michigan  State;  1974;  will  be 
American  Board  Eligible  in  1979;  seeking 
single  specialty  group,  multi-specialty  group 
or  partnership.  Available  as  of  July  1979. 
LW-13723. 

EMERGENCY  MEDICINE/INTERNAL 
MEDICINE;  Age  29;  Louisiana  State  Uni- 
versity, 1975;  Board  Eligible  in  Internal 
Medicine;  seeking  emergency  practice  in  a 
town  of  30,000  population  and  above. 
Available  for  practice  now.  LW-11278. 

GASTROENTEROLOGY:  Age  33;  Case 

Western  Reserve,  1971;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  20,000  to 
100,000.  Available  July  1979.  LW-11378. 

gastroenterology/internal 
MEDICINE:  Age  29;  Ohio  State,  1974; 

National  Board  Certified;  American  Board 
Certified;  American  Board  Eligible  in  1979; 
seeking  single  specialty  group,  partnership 
or  multispecialty  group.  Available  July 
1979.  LW-13592. 

* * * 

general  PRACTICE:  Age  37;  University 
of  Louisville,  1967;  American  Board  Certi- 
fied; seeking  general,  assistant  or  associate 
practice  preferably  in  the  Mobile,  Mont- 
gomery, Birmingham  or  Huntsville  areas. 
Available  September  1978.  LW-14129. 

INTERN:  Age  31;  UAB  1975;  seeking  prac- 
tice in  Internal  Medicine  in  south  Alabama 
or  Mobile  area.  Available  1980.  LW-02. 

INTERN:  Age  29;  UAB  1975;  seeking  prac- 
tice in  General  Surgery/General  Practice  in 
city  of  50,000  to  150,000  population. 
Available  July  1979.  LW-03. 

INTERNAL  MEDICINE:  Age  36;  Medical 
College  of  Georgia,  1973;  American  Board 
Certified  in  Internal  Medicine;  seeking  prac- 
tice in  specialty  preferably  in  the  southern 
part  of  Alabama.  Date  available  for  practice 
is  open.  LW-1 1 178. 

OBSTETRICS  & GYNECOLOGY:  Age  30; 
Meharry  Medical  College,  1973;  will  be 
American  Board  Eligible  in  1979;  seeking 
practice  in  partnership,  single  specialty 
group  or  multi-specialty  group.  Available  as 
of  July  1979.  LW-13835. 

OPHTHALMOLOGY:  Age  30;  St.  Louis 

University,  1974;  National  Board  Certified; 
American  Board  Eligible;  seeking  solo,  part- 
nership or  research.  Available  January  1979. 
LW-12416. 


CARDIOVASCULAR  SURGERY/GEN- 
ERAL SURGERY:  Age  35;  University  of 
Alabama,  1971;  American  Board  Certified; 


will  be  American  Board  Eligible  in  1979; 
seeking  a practice  in  solo,  partnership  or 
research.  Available  July  1979.  LW-13665. 

ORTHOPEDIC  SURGEON;  Age  31;  Medi- 
cal College  of  Georgia,  1972;  seeking  prac- 
tice in  town  of  50,000  population.  Available 
August  1979.  LW-701. 

ORTHOPEDIC  SURGEON:  Age  30;  Uni- 
versity of  Tennessee,  1973;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  15,000  or  great- 
er. Available  for  practice  January  1980. 
LW-11478. 

ORTHOPEDIC  SURGERY/HAND  SUR- 
GERY: Age  32;  Ohio  State  University, 

1972;  National  Board  Certified;  American 
Board  Eligible;  seeking  single  specialty 
group  or  partnership.  Available  July  1979. 
LW-13012. 

ORTHOPEDICS:  Age  30;  University  of  Ala- 
bama, 1973;  National  Board;  seeking  prac- 
tice in  the  Northern  section  of  Alabama  in  a 
town  of  30,000  or  more  population.  Avail- 
able July  1979.  LW-09378. 

* * * 

GENERAL  SURGERY/GENERAL  PRAC- 
TICE: Age  46;  University  of  Maryland, 

1968;  American  Board  Eligible;  seeking 
practice  in  partnership,  multi-specialty 
group  or  emergency  room.  Available  as  of 
December  1978.  LW-12085. 


PSYCHIATRY:  Age  28;  University  of  Iowa, 
1976;  American  Board  Eligible  in  June 
1979;  seeking  practice  in  specialty  or  private 
practice.  Available  July  1979.  LW-09578. 

GENERAL  SURGERY;  Age  34;  seeking 
practice  in  specialty  in  a town  of  40,000 
population.  Available  as  of  September  1979. 
LW-1 1578. 

SURGEON:  Age  31;  UAB  1973;  National 
Board;  seeking  associate  practice  in  town  of 
25,000  plus  population.  Available  July 
1979.  LW-400. 

SURGEON/UROLOGICAL:  Age  30;  Uni- 

versity of  Alabama,  1974;  American  Board 
Eligible  in  1979;  seeking  partnership,  single 
specialty  group  or  solo.  Available  July  1979. 
LW-12031. 

SURGEON:  Age  34;  Vanderbilt,  1970;  Na- 
tional Board;  seeking  practice  in  town  of 
10,000-200,000  population.  Available  Sep- 
tember 1979.  LW-401. 

UROLOGY:  Age  30;  Yale  University  1974; 
National  Board;  seeking  associate  practice  or 
hospital-based  practice.  Available  June 
1979.  LW-800. 

UROLOGY:  Age  31;  New  York  Medical 

College,  1974;  seeking  practice  in  a group, 
partnership  or  solo.  Available  July  1,  1979. 
LW-07278. 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 


PE  D I A T R I C I AN  -Wanted  to  join  estab- 
lished three  man  pediatric  gioup.  All  are 
board  certified.  Excellent  fringe  benefits 
from  our  professional  corporation.  Un- 
limited recreational  activities  with  quality 
schools  and  churches  in  this  metropolitan 
central  Alabama  city.  PW-16. 

I NTER  NIST— Excellent  opportunity  for  as- 
sociation with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

RA  DIO  LOG  1ST— Must  be  experienced  and 
capable  in  all  phases  of  special  procedures 
including  angiography,  ultrasound,  CT,  and 
nuclear  medicine.  Immediate  opening  in 
expanding  multispecialty  private  hospital  in 
progressive  city  of  50,000  in  Southeast 
Alabama.  Salary  open  to  negotiation.  PW-27 
* * * 

family  PH  YSI  C I A N — Oppor  t un  ity  to  es- 
tablish gratifying  practice  m Southwest  Ala- 
bama community  of  9,000  with  a trade  area 
of  25,000,  located  within  minutes  of  Mobile 
and  Gulf  Beaches.  Associations  with  es- 
tablished family  physician  possessing  well- 
equipped  offices  available.  Invitation  to  visit 
with  expenses  paid  will  be  directed  to  those 
who  qualify.  PW-2  6 

OPPORTUNITY  for  Surgeon,  Family  Practi- 
tioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 
35,000  population,  located  100  miles  north- 
west of  Birmingham.  May  begin  as  associate 
working  with  three  other  physicians  or  solo 


working  with  same  doctors.  Office  space 
immediately  available.  Excellent  location 
near  mountain  lakes,  river,  hunting,  fishing, 
boating,  golfing  and  nearby  to  Metropolitan 
Area.  PW-14. 

OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS- 
Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 
city  40  miles  — population  of  200,000; 
nearest  hospital  20  miles;  last  physician  in 
town  died  12  years  ago;  equipped  three 
room  clinic  available  with  guaranteed  salary 
or  option  to  purchase;  principal  sources  of 
income  in  community  are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-09178. 

Town  of  1,300  population;  trade  area  less 
than  10,000;  south  central  Alabama;  one 
semi-retired  physician  in  town;  clinic  avail- 
able equipped  for  two  physicians;  commuter 
town;  nearest  hospitals  15  miles;  nearest 
metro  area  30  miles  with  200,000  popula- 
tion; 5 churches,  4 schools.  PW-09278, 

Town  of  2,500  population;  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  m town;  one  physician  died  re- 
cently; 2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population;  two 
offices  available  and  another  one  could  be 
constructed;  principal  sources  of  income  in 
community  are  agriculture  and  light  in- 
dustry; 15  churches,  1 school,  2 kinder- 
gartens, 1 day-care  center;  social  activities 
include  service  clubs,  and  golf  course. 
PW-09378. 
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100  mg  250  mg  500  mg 


Iblinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


©1977 


IE  UPJOHN  COMPANY 


J^UXILIARY 


Mrs.  Aubrey  E.  Terry 
President,  A-MASA 


Tme  Greatness 


A man  is  as  great  as  the  dreams  he  dreams. 
As  great  as  the  love  he  bears; 

As  great  as  the  values  he  redeems. 

And  the  happiness  he  shares. 

A man  is  as  great  as  the  thoughts  he  thinks. 
As  the  worth  he  has  attained; 

As  the  fountains  at  which  his  spirit  drinks 
And  the  insight  he  has  gained. 

A man  is  as  great  as  the  truth  he  speaks. 

As  great  as  the  help  he  gives. 

As  great  as  the  destiny  he  seeks, 

As  great  as  the  life  he  lives. 


December,  1978.  For  me,  this 
time  of  the  year  is  a time  for  re- 
assessing ones  priorities  and  activi- 
ties, a time  for  examining  one's 
values,  and  a time  for  reaffirming 
ones  goals.  I prefer  to  do  this  the 
last  part  of  the  year  instead  of 
the  first,  since  it  gives  me  the  feel- 
ing that  there  are  still  a few  days 
left  to  accomplish  unfinished  plans 
and  resolutions. 

Psychologists  estimate  that  each 
day  we  are  given  some  700  chances 
to  say  something.  Talkative  people 
utter  about  12,000  sentences  every 
day,  which  averages  out  to  about 
100,000  words.  Are  we  making 
ours  count? 

Auxiliary  members  are  making 
theirs  count.  Some  of  the  areas  of 
participation  this  year  include— 

Screening  programs  for  vision, 
hearing,  hypertension  and  other 
problems  of  our  school  children; 

Giving  scholarships  to  area  young 
people  persuing  medical  related 
careers; 

Fund-raising  for  grants  to  medical 
schools  and  medical  student  scholar- 
ships and  loans; 

Fund-raising  projects  for  buying 
equipment  for  use  in  local  hospitals 
and  ambulances; 

The  immunization  awareness  pro- 
gram over  Alabama,  working  to  es- 
tablish a Museum  of  Biology  and 
Health  in  Birmingham; 

Helping  to  support  sound  legisla- 
tion which  affects  the  health  and 
welfare  of  the  citizens  of  our  state; 


Encouraging  the  implementation 
of  the  teaching  of  comprehensive 
health  education  in  our  school  to 
comply  with  the  new  law,  as  soon 
as  it  is  feasible; 

Health  fairs  in  many  of  the 
shopping  malls; 

Raising  funds  for  purchase  of 
equipment  and  individual  participa- 
tion in  CPR  programs; 

Fund-raising  projects  to  preserve 
and  restore  Landmarks  of  medical 
history  in  our  state; 

Sharing  drugs  and  medical  sup- 
plies such  as  reading  glasses,  surgi- 
cal gloves,  microscopes  with  a mis- 
sion hospital  in  Zaire,  Africa; 

Showing  interest  in  the  develop- 
ment of  all  phases  of  an  impaired 
physicians  program; 

Encouraging  the  implementation 


C.  E.  Flynn 

of  the  teaching  of  comprehensive 
health  education  in  our  schools  to 
comply  with  the  new  law  as  soon 
as  it  is  feasible. 

As  the  year  1978  comes  to  a 
close.  I'm  pleased  to  update  you 
on  the  fine  work  that  is  being 
done  by  our  Auxiliary  and  wish  to 
express  my  appreciation  to  you  for 
it.  I also  want  to  especially  thank 
Auxiliary  and  MASA  Members  and 
the  State  Office  Staff  for  the  cour- 
tesies extended  to  me. 

Best  wishes  for  a happy  holiday 
season  and  a healthy  and  pros- 
perous new  year. 


Pres. -Elect— Mrs.  Eugene  H.  Bradley;  First  Vice-Pres.— Mrs.  Rufus  Lee;  District  Vice-Pres.  NW— Mrs.  Ralph  Braund;  NE— Mrs.  Fred  C.  Ballard; 
SW — Mrs.  Leland  Edmonds;  SE — Mrs.  Lamar  Miller;  Rec.  Sec. — Mrs.  Charles  Howell;  Treas. — Mrs.  J.  E.  Dunn,  Jr. 
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gtASSIFlEP  APVERTISIMO 


POSITIONS  AVAILABLE 


WANTED:  General  practice  psychiatrist  to  work  with  community 
mental  health  program.  Have  an  understanding  of  community 
mental  health  work,  able  to  work  with  a wide  variety  of  staff, 
willing  to  do  some  travel  within  catchment  area  on  scheduled  basis. 
Contact  Montgomery  Area  Mental  Health  Center,  1616  Mt.  Meigs 
Road,  Montgomery,  Alabama.  Telephone  263-7541. 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7545,  evening  hours  553-2198. 


family  PH  YSI  C I ANS— Two  (2)  General  Surgeon  one  (1)  either  or 
two  offices  in  Mobile.  Flexible  arrangements  in  a very  small  group. 
G.  I Spafford,  P.O.  Box  160272,  Mobile,  AL  36616. 

ALABAMA:  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  Emergency  Depart- 
ment, Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639,  Marina  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 

WANTED^Board  Certified  Internist  to  do  insurance  type  office 
medical  examinations  in  Alabama.  One  day  per  week.  Excellent  pay. 
Dr.  W.  H.  Escoffery,  14500  S.W.  186  St.,  Miami,  Fla.  33033. 
Telephone  305/247-7285. 


UROLOGIST,  ENT  PHYSICIAN  AND  PEDIATRICIAN 
WANTED — Board  Eligible  or  certified;  multi-specialty  group  of 
twelve;  central  Alabama  with  metropolitan  area  100,000;  45 
minutes  from  U of  A Medical  School;  three  lakes  within  45  mile 
radius;  for  physician  still  training,  $500  per  month  supplemental 
income  until  join  group.  Cost  of  moving  van  furnished.  Clinic 
established  twenty-five  years.  X-ray  and  lab  facilities.  Send  cur- 
riculum vitae  to  J.  L.  Thompson,  M.D.,  F.  Hood  Craddock  Memorial 
Clinic,  308  West  Hickory  Street,  Sylacauga,  Alabama  35150. 


PHYSICIAN  NEEDED  to  perform  light  physicals  in  the  greater 
Birmingham  area.  Contact  Mr.  Mike  Stough  collect  (513) 
621-8728.  We  are  not  an  insurance  company. 


GENERAL  INTERNIST,  with  or  without  subspecialty  interest, 
to  join  two  other  internists  in  practice  in  medium-sized  south- 
eastern city.  Teaching  program  and  clinical  appointment  at 
UAB  available.  Call  205-288-4673.  Terms  negotiable. 


ALA.  — MISSOURI  — FAMILY  PRACTICE  — OB  IN  MO.  — 
40,000  guarantee,  moving,  other  C.V.  to  Dr.  Wiltsie  & Associates, 
Box  57026,  Birmingham,  Ala.  35209. 


NEEDED  IMMEDIATELY — Physician,  part  time-full  time,  new 
medical  facility,  substantial  earnings.  Alabama  license  required.  Call 
collect  Miss  Martin,  administrator  (305)  792-6900. 


FP’s,  Ala.  & Missouri,  $40,000  guarantee,  moving,  free  rent, 
other:  C.V.  to  Dr.  R.  E.  Wiltsie,  P.O.  Box  57026,  Birming- 

ham, Ala.  35209. 


FOR  SALE  OR  LEASE 


FOR  LEASE  — Physician's  office:  1600  sq.  ft.  at  109  Upham 
St.,  Mobile,  Al.  36607.  Please  contact  Dr.  H.  V.  Allen  at 
476-3760. 


FOR  SALE:  JVC  6300  video  recorder,  color,  for  3/4”  video- 
cassettes used  in  CME.  Price  negotiable.  C.  L.  Holloway,  M.D. 
1900  Mam  Avenue  S.W.  Cullman,  Alabama  35055  (205) 

734-2763. 


CLASSIFIED  ADVERTISEMENTS 
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Librium 

chbrdiazepoxide  HO /Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  anti  hypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  yarious  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e^g^,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral- Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5or10mgt.i.d.  orq.i.d.;  severe  states.  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  toq.i.d.  (See 
Precautions. ) 

Supplied:  Librium  ®(chlordiazepoxide  HCI)  Capsules,  5 
mg,  1 0 mg  and  25  mg-  bottles  of  1 00  and  500;  Tel-E-Dose  ® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable 


synonymous  with  relief  of  anxiety 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Please  see  following  page 


synonymous  with  relief  of anxietyi 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Adams 
Beltone  Hearing  Aid  Service 
315A  South  Sage  Avenue 
Mobile,  Alabama  36606 
205-479-9409 


K.  Louis  Azar 

Beltone  Hearing  Aid  Service 
302  Clinton  Avenue,  East 
Huntsville,  Alabama  35801 
205-533-3434 


M.  Guillot,  Jr.  & J.  Perkins 
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J^BOUT  THE  COVER 

One  of  the  abiding  stereotypes  about  medicine  is  that 
the  times  of  the  horse  & buggy  doctor  were  the  good 
old  days,  never  matched  by  modern  practitioners,  who 
have,  lovers  of  antiquity  say,  lost  the  personal  touch, 
the  warmtli,  the  empathy  and  the  sense  of  self-denial 
doctors  had  back  then.  The  picture  is  posed,  to  illus- 
trate the  cliche.  Making  the  house  call,  at  what  is  actu- 
ally the  Museum  of  the  City  of  Mobile,  is  William  T. 
Wright,  M.D.,  former  MASA  President,  whose  father  did 
make  horse  & buggy  house  calls  and,  before  that,  visit- 
ed his  patients  on  horseback  in  North  Alabama.  The 
buggy,  now  enshrined  in  the  Museum,  was  once  used  by 
another  Mobile  doctor.  The  two  Drs.  Wright,  father  and 
son,  span  virtually  all  of  this  century  of  Alabama  medi- 
cine. Their  story,  or  part  of  it,  and  how  the  physician 
became  a target  of  malpractice  litigation  in  the  1970s, 
may  be  found  on  page  16. 
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Beware  Of  ROT 

A subtle  censorship  has  spread  across  the  public  ex- 
pressions of  this  and  other  medical  associations  in  the 
land. 

There  are  opinions  that  cannot  be  made  in  print,  or 
even  orally  in  official  gatherings,  because  of  the  threat 
of  litigation.  The  principal  censor  now  is  the  Federal 
Trade  Commission,  which  has  arrogated  to  itself 
powers  never  dreamed  of  in  the  days  of  its  founding. 

Restraint  of  Trade  (ROT),  like  many  another  concept 
that  was  narrow  and  laudable  in  its  original  intent,  has 
now  become  so  broad  in  the  constructions  of  FTC 
and  the  courts  that  it  can  apply  to  almost  any  sub- 
ject. 

Chiropractic,  for  instance.  MASA's  General  Counsel, 
viewing  the  predicament  of  the  Pennsylvania  Medical 
Association  and  of  the  AMA,  accused  by  chiropractors 
of  denying  patients  free  access  to  health  care,  warns 
that  any  criticism  of  that  limited-license  profession 
might  be  construed  as  ROT. 

To  physicians  who  say  damn  the  torpedoes,  the 
General  Counsel  often  replies:  "Do  you  know  how 
much  it  would  cost  to  defend  that  kind  of  suit?" 

Federal  litigation  is  now  so  expensive,  the  AMA 
quite  reasonably  concluded  that  it  could  be  bank- 
rupted by  defending  the  chiropractors'  suit.  Imagine 
the  proportionately  greater  financial  devastation  to  a 
state  association.  Pennsylvania  physicians,  for  example, 
told  the  House  of  Delegates  in  Chicago  that  it  was 
well  for  physicians  in  other  states  to  tell  them  to 
hang  in  there  and  fight  it  out,  whatever  the  conse- 
quences, but  were  other  states  ready  to  pick  up  the 
legal  tabs  that  would  have  broken  Pennsylvania  in  a 
short  time?  The  bill  has  already  reached  $500,000  and 
the  case  hasn't  even  gone  to  trial. 

It  is  even  tricky  to  talk  about  cost  containment; 
the  Justice  Department  has  served  ample  notice  that 
such  discussions  might  be  construed  as  price-fixing,  and 
even  criminal  collusion. 

If  at  times  The  Alabama  M.D.  or  the  Journal  seem 
not  to  tell  all  that  might  be  told  about  a subject,  the 
reason  may  be  that  the  General  Counsel  has  advised, 
once  again,  that  discretion  is  the  better  part  of  valor 
in  these  days  when  Big  Brother  is  watching  everything 
organized  medicine  is  doing. 

It  is  this  form  of  censorship  through  national  fear 
of  devastating  litigation  that  adds  to  the  anger  and 
frustration  of  embattled  physicians.  All  the  more  rea- 
son that  now,  as  never  before,  they  must  stick  to- 
gether, reason  together  and  hope  for  a better  day. 


S.  Lon  Conner 
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Important  data  on  the  pain  of  acute  cystitis 


In  87%  of  patients 
stucHed  [3D3  of  349], 
Hzo  Gantanof  reduced 
pain  andtir  burning 
within  Z4  hours' 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually£.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  “moderate  to 
severe,”  Azo  Gantanol  therapy  re- 
sulted in  improvement  within  241 
hours.  41 
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Fast  pain  relief  plus  effective  antibacterial  action 


Hzo  Gantanol 


Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complete  pr 
uct  information,  a summary  of  which  follows: 
Indications;  In  adults,  urinary  tract  Infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organis 
(usually  £.  coli,  Klebsiella-Aerobacter,  Staphyl 
coccus  aureus,  Proteus  mirabilis,  and,  less  fre 
quently,  Proteus  vulgaris)  in  the  absence  of  , 
obstructive  uropathy  or  foreign  bodies.  Note:  Cil 
fully  coordinate rn  vitro  sulfonamide  sensitivity  v 
tests  with  bacteriologic  and  clinical  response;  a ' 


aminobenzoic  acid  to  follow-up  culture  media.  '] 

rrl 


increasing  frequency  of  resistant  organisms  lirr 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindicabons:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  a 
during  nursing  period;  because  Azo  Gantanol  c 
tains  phenazopyridine  hydrochloride  it  is  contra 
dicated  in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  (i 
disturbances. 

Warnings:  Safety  during  pregnancy  not  establi^ 
Deaths  from  hypersensitivity  reactions,  agranui 
tosis,  aplastic  anemia  and  other  blood  dyscrasi 
have  been  reported  and  early  clinical  signs  (sor 
throat,  fever,  pallor,  purpura  or  jaundice)  may  i 
dicate  serious  blood  disorders.  Frequent  CBC  a' 
urinalysis  with  microscopic  examination  are  rec 
ommended  during  sulfonamide  therapy. 
Precautions;  Use  cautiously  In  patients  with  im 
paired  renal  or  hepatic  function,  severe  allergy 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  ant| 
stone  formation. 

Adverse  Reactions;  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopi 
thrombinemia  and  methemoglobinemia);  allergi 
reactions  (erythema  multiforme,  skin  eruptions 
Stevens-Johnson  syndrome,  epidermal  necrolys 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  phot 
sensitization,  arthralgia  and  allergic  myocarditi 
G.l.  reactions  (nausea,  emesis,  abdominal  painj 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  C/VS  reactions  (headache,  peripher, 
neuritis,  mental  depression,  convulsions,  ataxi,- 
hallucinations,  tinnitus,  vertigo  and  insomnia), 
miscellaneous  reactions  (drug  fever,  chills,  toxu 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L,  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hyp|] 
glycemic  agents,  sulfonamides  have  caused  rarf 
instances  of  goiter  production,  diuresis  and  hypj 
glycemia.  Cross-sensitivity  with  these  agents  r 
exist. 

Dosage;  Azo  Gantanol  is  intended  for  the  acutej 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gnp 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persist^ 
causes  other  than  infection  should  be  sought 
After  relief  of  pain  has  been  obtained,  continue^ 
treatment  with  Gantanol  (sulfamethoxazole)  m; 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied:  Tablets,  red,  film-coated,  each  contaj 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 
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PRESIDENT'S  MESSAGE 


One  Man,  One  Vote  In  Chicago 


Hiliary  H.  Henderson,  Jr.,  M.D. 

President 


The  AMA  House  of  Delegates,  meeting  in  December  in  Chicago,  proved  once  again 
that  it  is  responsive  to  the  needs  and  wishes  of  the  membership.  Two  controversial 
items  on  the  agenda  illustrate  this  point,  I think: 

1.  The  House  rejected,  by  a 160-86  vote,  the  recommendation  of  the  AMA  Board 
of  Trustees  and  the  Councils  on  Legislation  and  Medical  Service  that  the  AMA  again 
introduce  into  Congress  early  this  year  its  previously  approved  "Health  Insurance 
Improvement  Act." 

That  proposal  would  have  marked  the  ninth  consecutive  year  that  AMA  had  before 
Congress  a basic  health  insurance  bill  for  all  Americans. 

Instead  of  approving  this,  the  House  responded  to  demands  that  the  AMA  retreat 
from  its  10-year  position.  The  House  endorsed  an  alternative  offered  by  Florida  in 
favor  of  a limited  approach  covering  only  the  uninsured  and  victims  of  catastrophic 
illness. 

The  House  supported  the  position  of  those  who  opposed  any  NHI  bill  as  no  longer 
necessary  for  a bargaining  chip  in  Washington. 

2.  The  House  proved  its  flexibility  on  the  second  major  issue,  the  Pennsylvania 
chiropractor  suit,  by  supporting  the  position  of  the  Board  of  Trustees  in  its  efforts  to 
settle  the  suit.  The  Board's  actions  had  been  condemned  by  four  specialty  societies  as 
unwarranted.  The  Board  decided  to  settle  in  Pennsylvania,  where  it  couldn't  win,  and 
to  stand  firm  in  the  Chicago  suit,  sticking  to  AMA  policy  that  chiropractic  is  an 
"unscientific  cult."  In  any  case,  nothing  changes  the  physician's  basic  right  to  choose 
his  patients. 

Although  the  House  was  divided  on  both  these  issues,  it  finally  arrived  at 
democratic  decisions  based  on  the  will  of  the  majority  of  American  physicians. 

This,  in  my  opinion,  speaks  well  for  the  kind  of  representative  federation  we  have 
in  this  country.  I am  personally  proud  to  be  part  of  it. 
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The 

Student 

Coalition 

For 

Community 

Health 


By  William  R.  Willard,  M.D.* 


In  1974,  a new  to  Alabama,  in- 
novative and  important  health  pro- 
gram was  launched,  the  Student 
Coalition  for  Community  Health. 

Students  at  the  Wesley  Founda- 
tion of  the  University  had  been 
reading  together  Robert  Cole's  book 
on  out-migration  in  the  South  and 
the  oppresive  living  conditions  of 
the  rural  poor.  The  energy  and 
ideas  to  develop  the  Coalition  came 
out  of  the  student's  dissatisfaction 
with  their  University  study,  its  ab- 
stractness, its  isolation  from  profes- 
sional practice,  and  its  insensitivity 
to  the  needs  of  communities  within 
the  State. 

Students  also  felt  a great  desire 
to  test  their  talents  and  career 
plans  and  especially  to  be  of  im- 
mediate service  rather  than  waiting 
for  final  certification  at  the  end  of 
a lengthly  professional  education. 
The  Student  Coalition  for  Com- 
munity Health,  as  it  developed, 
provided  an  appropriate  context  in 
which  students  could  respond  to  all 
of  these  concerns. 

As  of  the  summer  of  1978,  the 
Coalition  has  reached  13  communi- 
ties, provided  some  medical  services 
to  9,100  people  and  involved  136 
students  from  eight  colleges  and 
universities  in  Alabama  and  five  in 
other  states.  These  students  repre- 
sent a wide  variety  of  disciplines 
within  or  related  to  the  health 
field. 

Objectives 

The  Student  Coalition  for  Com- 
munity Health  has  five  major  ob- 
jectives: 

1)  to  stimulate  the  community 
to  accept  responsibility  for  its 
health  care  needs; 

2)  to  provide  needed  health  care 
services  to  residents  of  rural  Ala- 
bama; 

3)  to  provide  health  education 
materials  to  residents  of  rural  Ala- 
bama; 

4)  to  stimulate  community  youth 
to  persue  health  careers;  and 

5)  to  provide  a vocational  ex- 
perience for  Coalition  members. 

These  objectives  are  met  through 
three  types  of  activities.  The  first 


*Dean,  College  of  Community 
Health  Sciences,  The  University  of 
Alabama. 


is  a screening  examination  which 
includes  an  history  and  physical  ex- 
amination supervised  by  a licensed 
physician;  vision,  speech  and  hear- 
ing testing,  laboratory  work,  EKG, 
pap  smears,  and  at  times  skin  test- 
ing for  tuberculosis. 

The  second  major  type  of  activi- 
ty is  preventive  health  services  in- 
cluding immunization,  health  educa- 
tion, counseling  of  people  concern- 
ing the  rights  and  benefits  to 
which  they  may  be  entitled,  if  any, 
through  various  programs,  and  nu- 
trition counseling.  The  third  type 
of  activity  is  community  organiza- 
tion to  help  the  communities  to 
develop  a structure  for  finding  pos- 
sible solutions  to  problems. 
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Origin  Of  The  Name 

This  program  is  called  the  Stu-  ® 
dent  Coalition  because  it  was  ini- 
tiated  and  has  been  administered  " 

by  students  who  have  insisted  on  j 
being  relatively  autonomous  and  | ‘‘ 
making  their  own  basic  decisions. 
However,  they  have  sought  and  ob-  | 
tained  guidance  from  health  profes-  ' 
sionals  at  The  University  of  Ala-  j '' 

bama  and  other  institutions  and  in  ' i' 

local  communities.  It  is  a coalition  j '' 
because  it  brings  together  students  i 
from  many  disciplines  and  colleges  : ^ 
working  with  rural  people,  health  i '' 
professionals,  and  many  community 
organizations.  During  the  academic  I 
year,  these  students  are  engaged  in  " 

planning  the  program  which  culmi-  ' * 
nates  during  the  summer  as  a ; ’ 
Health  Fair.  ' 

The  name  health  fair  is  used  be- 
cause it  is  descriptive  of  the  30-40  ’ 

students,  plus  their  supervisory  I ' 
physicians,  who  travel  to  three  or  ' 

four  communities  in  a summer  as  a ! ^ 
rolling  clinic  to  provide  medical  : 
screening  and  referral  services,  im- 
munization, counseling  for  rights  ' ‘ 

and  benefits,  well  water  testing  and 
health  education.  It  also  serves  as  a 
vehicle  for  community  organization. 
These  services  are  condensed  into  a 
one-week  period  followed  a little 
later  by  a second  week.  The  com-  ' 

munities  organize  to  house  and  i 
feed  the  team,  to  provide  a site  j 
for  the  project,  and  to  promote  | 
wide  spread  community  participa-  i 
tion  in  the  program. 

A second  project  and  a research 
course  have  developed  out  of  the 
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; Student  Coalition  for  Community 
<1  Health  context  in  order  to  deal 
V with  issues  facing  the  rural  South. 

•l  The  Coalition  has  plans  to  create  a 
: clearinghouse  to  coordinate  informa- 
tion and  services  for  a growing  net- 
j work  of  students,  communities,  in- 
' stitutions  and  agencies  that  have 
](  been  brought  together  by  its  pro- 

J jects. 

ll 

\ Learning  Experience 

From  the  students'  standpoint, 

( the  participation  in  the  Coalition  is 
|I  a rewarding  experience.  Most  of  the 

I students  probably  are  headed  for  a 
career  in  one  of  the  health  or 
health  related  fields. 

The  fair  provides  firsthand  ex- 
perience of  living  in  rural  communi- 
ties in  the  homes  of  local  citizens, 
of  seeing  health  problems  and 
needs  firsthand,  and  learning  tech- 
niques of  organization  and  ad- 
ministration required  to  conduct  a 
fair.  It  is  relevant  to  their  academic 
program  and  supplements  it  in  a 
unique  and  vital  way. 

Two  student  workers  are  assigned 
to  each  community  to  contact 
physicians  and  local  agencies,  to  ar- 
range a site  for  the  fair  such  as  a 
local  school,  to  arrange  housing  for 
students  and  a noon  meal  for  all 
the  workers  each  day  and  to  help 
line  up  volunteers. 

In  addition,  the  entire  health  fair 
team  of  30  - 40  students  and  su- 
pervising physicians,  visit  each  com- 
munity in  turn  for  five  days  to 
conduct  the  screening  clinics  and 
then  return  for  a second  week.  The 
students  have  been  commended  by 
local  citizen  leaders  for  their  at- 
titude and  conduct  in  the  com- 
munity and  for  the  work  they  have 
done. 

Working  with  local  citizen  leaders 
and  with  University  officials  in  an 
independent  role  is  a learning  and 
maturing  experience  in  itself.  The 
dialogue  among  students,  involving 
as  it  does  many  disciplines  such  as 
medicine,  nursing,  pharmacy,  social 
work,  and  health  care  administra- 
tion, provides  a broad  focus  for 
dealing  with  community  issues  and 
is  an  interdisciplinary  experience  re- 
quiring a true  team  effort  — an  ex- 
perience which  too  few  health  pro- 
fessionals have  during  their  segre- 
gated professional  education. 


Broad  Objectives 

During  the  planning  process,  the 
students  and  local  community  lead- 
ers develop  broad  health  objectives 
for  the  fair  with  health  being  de- 
fined as  anything  "which  effects 
one  physical,  mental  or  social  be- 
ing." Such  a broad  definition  re- 
quires concern  for  many  diverse 
problems  and  requires  an  under- 
standing of  the  medical  care  de- 
livery system  of  the  community, 
community  dynamics  and  social 
structure.  They  observe  firsthand 
the  how  communities  establish  vari- 
ous health  priorities  for  themselves 
and  they  often  participate  in  pro- 
jects such  as  recruiting  a physician, 
creating  a new  community  clinic,  a 
town  clean-up  program,  organizing  a 
fire  department,  rehabilitating  a 
washeteria.  These  are  examples  of 
actual  experiences  the  students  have 
had  during  the  life  of  the  Coalition 
and  there  are  many  others. 

The  screening  has  been  supervised 
to  date  by  eight  of  the  full-time 
faculty  members  of  the  College  of 
Community  Health  Sciences  and  by 
local  physicians  when  available. 
Twelve  College  of  Community 
Health  Science  family  practice  resi- 
dents have  also  participated.  Pa- 
tients with  defects  or  illness  are  re- 
ferred to  local  physicians  or  other 
appropriate  resources.  An  effort  is 
made  to  follow  these  patients  to 
ensure  that  they  receive  appropriate 
care  but  obviously  it  is  difficult  for 
a student  to  do  a complete  or 
systematic  job  on  this  because  of 
time  constraints.  At  least  two  cases 
of  active  tuberculosis  and  one  carci- 
noma of  the  cervix  along  with 
many  more  commonplace  problems 
have  been  detected  during  a single 
year. 

Projects 

Perhaps  more  significant  than  the 
Health  Fairs  are  some  community 
projects  which  have  been  stimulated 
and  expedited,  at  least  in  part,  as 
result  of  work  of  the  Coalition. 
Many  of  these  activities  have  been 
initiated  or  partly  planned  before 
the  Coalition;  however,  the  health 
fair  gave  then  added  impetus.  In 
some  cases  the  communities  gave 
credit  to  the  Student  Coalition  for 
bringing  the  projects  to  fruition. 
Examples  of  these  are  as  follows: 


Cedar  Bluff— 1975.  Soon  after 
the  health  fair  left  Cedar  Bluff,  the 
townspeople  organized  a health 
committee  to  recruit  a doctor  for 
their  area.  Mr.  Curtis  Green,  Chair- 
man, made  contact  with  a physi- 
cian in  Rome,  Georgia  and  within 
six  months  this  doctor  relocated  in 
Cedar  Bluff.  Soon  after,  a pharma- 
cist was  located  and  he  began  op- 
erating a drug  store  in  Cedar  Bluff. 
Mr.  Green  was  elected  Mayor  in 
1976  and  has  been  working  hard 
to  improve  the  area's  economy. 

AshviUe—1 977.  The  town  of  Ash- 
ville  recruited  a physician  and  med- 
ical technician  (husband  and  wife 
team)  and  are  constructing  a com- 
munity clinic  with  the  assistance  of 
the  county  hospital  and  physicians 
in  Pell  City. 

McIntosh— 1978.  McIntosh  is  a 
highly  industrialized  town  domi- 
nated by  two  multi-national  cor- 
porations. The  health  fair  helped 
bring  together  the  many  factions  of 
the  town  to  work  together  on 
planning  the  expenditure  of 
$63,000  which  is  available  for  com- 
munity projects  through  the  Mc- 

Intosh Improvement  Association. 
This  money  had  not  been  expended 
before  because  of  bitter  conflicts 
among  the  town's  factions. 

Duncanville—  1975.  Duncanville 
has  not  shown  the  initiative  or  the 
"success"  many  of  other  health  fair 
towns  have  shown.  With  the  end  of 
the  health  fair  in  Duncanville,  com- 
munity members  identified  a clean- 

er water  system  as  a primary  need. 
However,  the  community  was  un- 
able to  respond  to  this  need  in  a 

cohesive  manner.  While  the  Coali- 
tion did  not  succeed  in  its  goal  of 
community  organization  in  Duncan- 
ville, the  primary  health  care  ex- 
tended to  the  area  was  not  wasted. 
Duncanville  was  an  important  learn- 
ing experience  for  the  Coalition. 
Sometimes  the  best  way  to  help  a 
community  is  to  leave  it  alone. 

Occasionally  the  students  have 
put  off  until  the  last  minute  ob- 
taining the  clearance  and  coopera- 
tion of  the  local  physicians  instead 
of  doing  it  at  the  beginning  of  the 
planning  process  as  they  should. 
This  has  caused  some  irritation  and, 
hopefully,  it  will  not  occur  again. 

^ ^ 
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Dean’s  Report 

The  program  does  provide  modest  stipends  for  the 
students  involved  in  the  summer  activities.  Most  living 
expenses  are  provided  by  local  citizens.  Travel  and  ad- 
ministration plus  medical  supplies  represent  the  other 
costs.  Funding  has  come  from  various  sources,  initially 
from  the  Robert  Wood  Foundation,  later  and  at  vari- 
ous times  from  the  Kendall  Fund  (United  Methodist 
Church),  the  Wesley  Foundation,  Governor  Wallace's 
discretionary  funds,  and  federal  funds  through  CETA 
(Comprehensive  Employment  and  Training  Act). 

Other  kinds  of  support  have  come  through  The  Uni- 
versity of  Alabama  and  the  Student  Government  Asso- 
ciation, through  the  University  of  Alabama  in  Bir- 
mingham, the  Tennessee  Valley  Authority,  the  State 
and  local  health  departments  and  many  local  agencies. 

Both  the  students  involved  and  The  University  of 
Alabama  believe  that  the  Student  Coalition  for  Com- 
munity Health  experience  has  been  good  for  both  the 
students  and  the  local  communities.  The  University  is 
anticipating  institutionalizing  this  program  as  a per- 
manent one  with  more  staff  assistance  and  supervision 
from  the  College  of  Community  Health  Sciences.  □ 


Acknowledgement:  This  article  is  based  on  material  provided 

by  Robert  F.  Gloor,  M.D.,  Professor  of  Community  Medicine, 
College  of  Community  Health  Sciences:  John  E.  Shelton, 

Ph.D.,  Student  Coalition  Advisor;  and  Donald  Oakes,  1978 
Project  Coordinator,  Wesley  Foundation.  Many  paragraphs  are 
taken  from  reports  prepared  by  them. 


DON'T  MISS  THE  GOOD  THINGS  OF  LIFE! 


Take  the  time  NOW  to  get  away  from  the 
humdrum  of  everyday  life.  Enjoy  the  thrill 
of  going  to  new  places  and  enjoy  life  while 
your  health  is  good  and  before  it's  too  late. 

LET  US  DO  THE  WORK 

AND  YOU  HAVE  THE  FUN! 


Experienced  Travel  Agency" 


P.  O.  Box  2087,  Birmingham,  Ala.  35201 
1001  So.  22nd  Street  — Phone  323-8981 

FREE 

PARKING!  Near  Medical  Center— 2 Blocks  from  5 Points  S. 

"Charge  It  On  The  American  Express  Card." 


B^^llravel 


"B 'ham's  Most 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  veimicularis  (pinworm)  and  As- 
caris  lumhricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  jLtg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups"“of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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Highly  effective , \ 
Single-dose  convenient 
Non-stainihd  \ 
Economical'.  \ 
Pleasant  tasting 

AntimintK 

(pyrantel  pamoate)  Q 


' ;a  dr ug  of  dioice  in 
/ /pinworm  infections 

/ ©1977  LONE  RANGER  T.V,.  INC. 


equivalent  to  50  mg  pyr^ntel/ml 
ORAL  SUSPENSIOM  . 

Please  see  brief  summary  of  prescribing  inf^m^ation  on 


facing  page 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

I The  6,000,000  patients  already  treated 

with  Motrin  is  an  objective  measure  of  physicians’ 
j confidence  in  the  ability  of  Motrin  to 

I relieve  the  pain  and  inflammation  associated  with 

rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 

Motrin  has  become  the  most  frequently  j 

prescribed  alternative  to  aspirin.  Motrin  relieves  joint  ji 

pain  and  inflammation  as  effectively  as 

indomethacin  or  aspirin,  hut  causes  significantly  I! 

fewer  CNS  and  milder  GI  reactions.  , 

However,  gastrointestinal  bleeding,  sometimes  severe,  j! 

has  been  associated  with  Motrin,  aspirin,  indo-  I 

methacin,  and  other  nonsteroidal  antiarthritic  agents.  i 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established  I 

in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© '978  The  UplOhn  Company 


ibuprofeaUpphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


.1-6857 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 

Mofriri400fra 

ibjpofen,Upphn 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-tenn  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it.  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
b^n  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal;  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System;  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses;  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal;  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Elepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular;  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Some 
people 
can’t 
see  our 
name. 


Prevent 

Blindness. 


Every  12  minutes  someone  goes 
blind.  Yet,  half  of  all  blindness  is 
needless.  Early  eye  care  for  child- 
ren can  correct  amblyopia.  Glau- 
coma can  be  arrested . . . sight  lost 
to  cataracts,  restored.  Blinding  eye 
injuries  can  be  dramatically  re- 
duced by  safety  precautions.  These 
all  add  up  to  saving  precious  sight. 
For  more  information  write: 
National  Society  for  the  Prevention 
of  Blindness,  79  Madison  Avenue, 
New  York,  NY  10016. 

PREVEm  BUNON6SS® 


Upjohn 


The  Upjohn  Company 
Kalamazoo.  Michigan  49001 
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Challenge  To  Dr.  Boshell 

Editor,  The  Journal: 

I would  like  to  compliment  Dr.  Boshell  for  his  ex- 
cellent article  on  the  diagnosis  and  treatment  of  dia- 
betes mellitus  at  the  Diabetes  Hospital  which  appeared 
in  the  November  issue. 

There  does  appear  to  be  a need  for  clarification  of 
some  areas  of  Dr.  Boshell's  discussion,  however.  Al- 
though he  carefully  develops  the  requisite  conditions 
for  performing  a glucose  tolerance  test,  he  avoids  the 
crucial  question  of  whether  to  do  the  test  at  all.  If 
the  glucose  tolerance  test  is  to  be  considered  worth- 
while, it  must  be  demonstrated  to  be  (1)  specific  for 
diabetes  mellitus  (within  a reasonable  period  of  time 
all  patients  with  an  abnormal  test  will  develop  recog- 
nizable complications  of  diabetes  mellitus  or  at  least 
sustained  fasting  hyperglycemia),  and  (2)  the  informa- 
tion obtained  must  be  useful  in  planning  therapy.  Can 
Dr.  Boshell  substantiate  either  the  specificity  of  the 
test  or  its  usefulness? 

Also  in  the  article  Dr.  Boshell  appears  to  advocate  a 
period  of  hospitalization  for  the  patient  with  adult  on- 
set diabetes  to  determine  an  optimum  insulin  regimen. 


During  this  time,  the  patient  also  receives  an  intensive 
education  about  diabetes  mellitus.  The  tremendous 
costs  of  such  an  evaluation  are  obvious,  but  its  bene- 
fits are  undocumented.  Although  such  an  approach 
might  be  appropriate  in  a research  protocol,  it  appears 
premature  to  present  such  a program  as  an  alternative 
to  the  physicians  of  Alabama  for  several  reasons: 

(1)  A twice  daily  regimen  of  both  regular  and  in- 
termediate insulin  has  not  been  shown  to  prevent 
complications  of  diabetes  mellitus  more  effectively  than 
a single  dose  of  intermediate  insulin. 

(2)  Outpatient  evaluation  of  insulin  dose  is  less  ex- 
pensive, less  time  consuming,  and  is  adjusted  to  the 
patient's  actual  diet  and  activity  levels. 

(3)  The  long  term  benefits  of  an  intensive  "educa- 
tion" are  undocumented. 

Glen  D.  Heggie,  M.D. 

Assistant  Professor 

Department  of  Internal  Medicine 

University  of  Alabama 

College  of  Community  Health  Services 

University,  Ala. 


GERMAN  AUI09 
GOT’BMAIL! 


BMW.  PORSCHE,  AUDI.  The  1979 
cars  that  are  earning  the  praises 
of  the  experts  are  at  German 
Auto— now.  Car  and  Driver  claims 
the  BMW  320i  is  "a  real  value 
for  the  money ...  no  matter  how 
much  it  costs."  Road  &.  Track 
says  of  the  AUDI  5000:  “for  the 
money  we  don't  see  anything  that 
can  touch  it."  AutoWeek  calls  the 
AUDI  FOX  "one  of  the  finest  deals 
in  the  auto  world."  See  what  the 


iQsrmanAi^^ 


experts  are  talking  about.  If  you 
insist  on  automotive  excellence, 
you  should  be  driving  BMW, 
PORSCHE  or  AUDI. 

GERMAN  AUTO’S 
GOT  ’EM  ALL! 


2200  Third  Avenue  South  • Birmingham,  Alabama  35233  • [205)252-9512 
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75  years  OJ 

Tllahama  Medicine  "By 
“Father  and  Son 
With  Comments  On 
Che  “Birth  Of 
Malpractice 


By  Wm.  H.  McDonald 

In  1931,  when  William  Thomas  Wright  was  four  years 
old,  he  had  already  established  alternate  objectives  in 
life.  He  wanted  to  be  either  (1)  a truck  driver  or  (2) 
a doctor. 

That  he  chose  the  second  was  not  all  that  sensible 
in  those  days.  In  1931,  some  truck  drivers  were  mak- 
ing more  money  than  his  physician-father  in  Berry, 
Alabama,  a town  of  600  souls  in  Fayette  County,  in 
the  Northwest  quadrant  of  the  state. 

That  inauspicious  year,  his  father,  David  Hudson 
Wright,  M.D.,  lost  $300  practicing  medicine,  and  he 
had  been  in  practice  22  years.  The  next  year,  after 
dismissing  his  office  help,  he  and  his  wife  managed  to 
eke  out  $50.  He  was  relatively  fortunate;  other  physi- 
cians in  the  state  had  not  done  so  well. 

If  they  were  scarcely  as  affluent  as  truck  drivers, 
Alabama  doctors  could  at  least  count  on  an  occa- 
sional chicken,  ham  or  tote  sack  of  sweet  potatoes  — 
farm  barter  that  passed  for  fee-for-service  then.  They 
could  make  do  without  much  money. 

Those  hard-scrabble  origins  may  have  helped  prepare 
Dr.  Wright's  son  for  the  role  he  was  to  play  40  years 
later  in  helping  to  save  Alabama  physicians  from  a 
crisis  worse  in  some  respects  than  the  1930s  Depres- 
sion. That  was,  of  course,  the  Great  Malpractice  Crisis 
of  the  1970s. 
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Then  And  Now 

Recalling  those  days  in  an  interview,  William  T. 
Wright,  M.D.,  looked  around  his  comfortably  paneled 
office  in  Mobile,  where  he  has  been  in  practice  since 
1954. 

On  a coat  rack  conspicuously  placed  behind  his  right 
shoulder  hung  the  saddle  bags  his  father  had  once 
used  to  carry  his  medicines  by  horseback  over  the 
hills  and  through  the  valleys  of  Fayette  County.  Dr. 
Wright  the  younger  is  ever  mindful  of  his  roots  in 
Alabama  medicine. 

Down  the  hallway  of  Dr.  Wright's  efficiently  laid 
out  offices  and  treatment  rooms,  in  a corner  of  the 
spacious  waiting  room,  was  another  reminder  of  the 
earlier  days  of  Alabama  medicine  — and  old  doctor's 
instrument  cabinet  filled  with  the  necessary  equipment 
of  the  day,  the  surgical  instruments,  the  hand  press 
for  squeezing  broth  from  beef  stock,  a hand  centrifuge 
that  could  be  set  up  in  a farm  kitchen  for  use  on  a 
urine  specimen,  devices  for  compounding  medicines, 
since  drug  stores  were  city  oddities  in  those  days,  and 
so  on. 

"Everything  had  to  be  portable,"  Dr.  Wright  ex- 
plains. "By  the  late  1930s,  Daddy  even  had  a portable 
obstetric  table  for  home  deliveries.  It  had  been  de- 
signed of  light  metals  by  an  aircraft  engineer  and  an 
obstetrician.  He  used  disposable  drapes. 

"During  the  last  12  years  of  his  life,  he  had  a 
driver  who  would  set  up  the  table  for  delivery  while 
he  was  examining  the  patient  in  an  adjoining  room  of 
the  house. 

"He  delivered  4,000  babies,  all  home  delivery." 

The  elder  Dr.  Wright  was  ahead  of  his  time  in 
other  ways  as  well.  He  had  received  his  M.D.  from 
Vanderbilt  in  1908,  starting  his  practice  in  the  Pea 
Ridge  Community  of  Fayette  County  the  following 
year.  (Earlier,  he  had  taught  school  in  Boaz.) 

A major  problem  of  rural  practice  then,  with  few 
good  roads,  was  communications.  The  logistic  problem 
of  getting  to  the  doctor  was  a major  hurdle  in  even 
simple  illnesses,  and  became  critical  in  emergencies. 

Dr.  Wright’s  Emergency  Network  of  1912 

After  being  in  practice  three  years,  he  decided  to 
invest  in  the  relatively  new  tangled  gadget  called  a 
telephone.  None  of  his  patients  had  one  and  most  per- 
haps had  never  heard  of  the  thing  in  1912  when  Dr. 
Wright  set  about  the  task  of  stringing  five  lines  in  all 
directions  from  his  base  phone. 

The  Pea  River  community  had  joined  the  20th  Cen- 
tury. In  fact,  it  had  joined  it  about  50  years  before 
telephones  became  generally  available  in  the  area. 

From  all  points  of  the  compass.  Dr.  Wright  could 
be  summoned  to  a sick  bed  or  to  the  call  of  an 


expectant  mother,  or  to  the  scene  of  a farm  accident 
by  anyone  who  made  it  to  one  of  the  phones. 

He  also  used  them  to  prescribe  over  the  phone, 
when  a house  call  didn't  seem  required,  thus  making 
more  efficient  use  of  his  precious  time.  Pea  Ridge  had 
as  modern  a medical  emergency  system  as  in  any  com- 
munity in  the  land. 

Dr.  Wright  also  acquired  the  first  x-ray  machine  in 
the  county.  When  he  later  moved  to  nearby  Berry, 
where  the  younger  Dr.  Wright  first  saw  the  light  of 
day  in  1927,  he  was  one  of  six  physicians  in  town. 
When  he  died  in  1948,  there  were  only  two  others. 
The  population  had  remained  static  over  the  years,  but 
the  old  country  doctor  was  disappearing. 

Reflecting  on  the  peaceful  times  of  his  father's  med- 
ical era,  the  son  looked  around  his  Mobile  office  at 
all  the  memorabilia  of  his  life  in  the  teeming  port 
city,  at  the  other  end  of  the  state  from  the  Fayette 
County  of  his  childhood. 
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Medicine  Was  Not  Threatened  In  Those  Days 

“There  were  no  external  threats  to  medicine  then," 
Dr.  Wright  recalled.  “The  government  wasn’t  trying  to 
move  in  and  people  accepted  the  fact  that  their  doc- 
tor did  the  best  he  could  with  what  he  had.  Nobody 
sued  for  bad  results,  even  thought  about  it.  I never 
heard  that  Daddy  had  any  malpractice  insurance.  But 
even  if  he  did,  he  never  thought  about  it. 

“Take  the  time  in  the  1920s  when  he  got  a call  to 
rush  to  the  assistance  of  man  who  had  been  badly 
hurt  when  a car  he  was  working  on  fell  off  the  jack 
in  the  garage. 

“When  Daddy  got  there,  he  was  bleeding  to  death 
from  his  mangled  arm.  With  the  help  of  one  of  the 
other  mechanics.  Daddy  hauled  him  to  the  work 
bench,  administered  drip  ether  and  amputated  that 
arm. 

“Well,  as  it  turned  out,  he  got  a good  result.  The 
patient  lived.  But  if  he  had  died,  his  family  would 
still  have  been  grateful;  Daddy  had  done  all  he  could. 

“Today,  you  would  have  to  think  of  all  the  impli- 
cations and  you  just  wouldn't  do  it.  Of  course,  you 
wouldn’t  have  had  all  the  equipment  he  carried  around 
in  the  first  place.  But  even  then,  would  you  have 
done  it?” 

In  his  Mobile  practice.  Dr.  Wright  still  sees  many  of 
the  former  patients  of  his  father,  delivered  back  in  the 
20s,  30s,  and  40s. 

Many  people  from  Fayette  county,  and  other  pre- 
dominately rural  counties,  migrated  to  the  cities  be- 
fore, during  and  after  World  War  II.  It  was  during  the 
war  that  Mobile  shipyards  attracted  many  from  Fay- 
ette. They  naturally  gravitated  to  the  son  of  the 
physician  they  had  known  and  loved  back  home. 

The  elder  Dr.  Wright  was  active  in  what  was  a very 
progressive  medical  group  of  its  day.  The  Southern 
Railway  Surgeons  Association.  Fie  attended  annual 
meetings  of  it  and  The  Medical  Association  of  the 
State  of  Alabama,  in  which  he  became  Life  Counsel- 
lor. As  late  as  1938,  the  elder  Dr.  Wright  was  still 
keeping  abreast  of  medical  knowledge  by  going  off  to 
physician  post-graduate  studies  in  such  places  as  Hot 
Springs,  Ark.,  the  CME  of  the  times. 

An  Office  Visit  Charge  Included  Lunch 

The  changes  he  saw  never  cost  him  his  taste  for  the 
amenities  of  southern  life.  When  it  came  noon  time  in 
his  often  crowded  office,  Mrs.  Wright,  or  an  office 
assistant,  would  announce  to  those  still  waiting: 

“The  Doctor  is  going  to  lunch  now.  Would  anybody 
like  to  join  him?" 

There  were  usually  three  or  four  hungry  patients 
who  accepted  the  hospitality. 

Recalling  these  fond  memories  in  his  Mobile  office, 
his  son  grinned: 

“We  never  knew  who  would  come  for  lunch  or  how 
many  there  would  be.’  " 

He  had  left  all  this  behind  when  he  graduated  from 
Berry  High  School  in  1943  at  16,  and  headed  for 


Tuscaloosa,  40  miles  to  the  South.  A hitch  in  the 
Army  Medical  Corps  in  Florence,  Italy,  interrupted  his 
studies  in  1946-47  but  he  returned  to  graduate  in 
1948.  He  received  his  M.D.  from  the  Medical  College 
of  Alabama  and  interned  at  Mobile’s  City  Hospital 
1953-54.  He  has  remained  in  the  port  city  ever  since. 

It  was  probably  in  the  mid-1960s.  Dr.  Wright  re- 
calls, when  he  had  his  first  serious  discussion  of  mal- 
practice insurance.  It  was  in  a doctors’  lounge,  where 
several  physicians  mentioned  that  their  malpractice  in- 
surance had  just  gone  up. 

“At  that  time,”  Dr.  Wright  recalls,  “I  think  I was 
paying  about  $25  a year  for  malpractice  coverage.  I 
was  curious  what  the  increase  they  were  talking  about 
might  have  been.  It  couldn’t  have  been  much. 

“When  I got  back  to  the  office,  I asked  my  secre- 
tary, who  was  very  trustworthy: 

’By  the  way,  what  do  we  pay  for  malpractice 
insurance?’ 

“She  couldn’t  recall  offhand  but  said  she  would  look 
it  up. 

“She  came  back  very  red-faced  about  two  hours 
later  and  said,  ’Doctor,  I’m  sorry  — I let  that  lapse 
about  five  years  ago’.’’ 

Going  Bare  Was  A Small  Risk  Then 

He  had  been  going  bare  without  knowing  it,  such 
was  the  small  concern  just  a few  years  ago  for  the 
threat  of  litigation. 

When,  why  and  how  did  the  trouble  begin?  Dr. 
Wright  is  precise  on  the  time  and  has  reflected  much 
on  what  he  believes  to  be  the  causes,  or  some  of 
them,  of  the  great  malpractice  crisis  of  the  1970s: 

What  seeded  the  public  mind.  Dr.  Wright  is  con- 
vinced, was  the  emergence  of  the  television  medical 
shows,  wherein  Drs.  Casey,  Kildare  et  al  infallibly 
cured  all  their  patients,  no  matter  how  exotic  their 
illness,  between  commercials. 

One  of  the  reasons  patients  no  longer  accept  bad 
results.  Dr.  Wright  believes,  is  the  "depersonalization” 
of  medicine.  Today,  when  the  doctor  puts  his  patient 
in  a hospital,  he  may  call  in  an  internist,  who  may 
call  a neurosurgeon,  and  so  on: 

“The  patients'  contact  with  each  of  these  physicians 
is  very  short.  They  don’t  have  time  to  develop  any 
real  trust  in  one  doctor.  The  rapport  is  not  what  it 
was  when  there  was  only  one  attending  physician.” 

Suing  The  Sidewalks  In  America  But  Not  Britain 

“Many  patients,"  he  continues,  “have  the  opinion 
that  if  they  paid  their  money  and  things  didn’t  turn 
out  right,  somebody  must  have  made  a mistake,  and 
that  is  not  necessarily  true. 

“People  in  America  now  think  litigation  — and  it’s 
not  just  doctors  and  hospitals  — it’s  about  everything. 

“You  know,  we  sent  a team  to  England  to  find  out 
why  there  was  no  comparable  malpractice  problem 
there.  The  way  the  team  summed  it  up  was  this: 

CONTINUED  ON  PAGE  36 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense  in 
Hypertension* 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-denved  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill.  with  urine  volume  less  than  one  liter/day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-F  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-F  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum  K-F 
frequently;  both  can  cause  K+  retention  and  elevated 
serum  K-F  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one.  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions. nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pahcreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules.  Single  Unil 
Packages  of  100  (intended  for  institutional  use  only) 
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When  painful  spasm 
is  the  presenting 


symptom 


. . in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectsi^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

'‘The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M : Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination,  A preliminary  report. 
Western  Med.  5:356-358,  1964 
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•This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyf 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup.  Iniection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INOICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMOOICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC /ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION 


Based  on  a review  ot  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/'or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders). and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (tor  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  ot  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (lever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  autonomic  neuropathy,  hepatic  or  renal 
disease,  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  ot 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension: 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  ot  anticholinergic/  antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention,  blurred  vision  and  tachycardia, 
palpitations,  mydriasis,  cycloplegia.  increased  ocular  tension, 
loss  of  taste,  headache,  nervousness,  drowsiness,  weakness, 
dizziness,  insomnia,  nausea,  vomiting:  impotence,  suppression  ot 
lactation,  constipation,  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations,  some  degree  ot  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
ot  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentvl  10  mg  capsule  and  svrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily  Children 
f capsule  or  teaspoonful  syrup  three  or  tour  times  daily  Intents  % 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Behtyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentvl  Iniection  Adults  2 ml  (20  mg  ) every  (our  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 
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Baltimore,  Maryland 

We  are  proud  to  announce  that  Charles 
Putnam  is  our  new  sales  representative  for 
northern  Florida, 
Georgia,  and  Alabama. 


Charles  Putnam 
704  Forestdale  Drive 
Montgomery,  AL  36109 
(205)  272-0835 


Charlie  is  eager  to  supply  you  with  books  and 
journals  from  Williams  & Wilkins  as  well  as  titles 
from  Lea  & Febiger  and  Little,  Brown. 

Please  look  for  Charlie’s  book  display  in  your 
hospital  or  call  him  at  home  for  prompt  service. 

Charlie  will  be  happy  to  accept  your  Master 
Charge  or  VISA  card  for  any  Williams  & Wilkins  or 
Lea  & Febiger  title. 
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Occipital  Neuralgia 

By 

Charles  L.  Cox,  Jr.,  M.D.* 

George  R.  Cocks,  M.D.4^ 


Summary 

The  role  of  conservative  treatment,  anterior 
scalenotomy  and  occipital  neurectomy  in  the 
treatment  of  occipital  neuralgia  is  evaluated.  The 
anatomy  involved  is  briefly  reviewed  to  explain 
how  the  scalene  anticus  syndrome  is  related  to 
occipital  headaches. 

Occipital  nerve  pain  is  a very  common  cause  of 
severe  intractable  headache.  The  greater  occipital 
nerve  is  the  largest  purely  afferent  nerve  in  the 
body.  Its  central  connection  in  the  central  nervous 
system,  its  torturous  course  in  the  posterior  neck, 
its  proximity  to  the  occipital  lymph  nodes,  and  its 
exposed  position  to  the  occipital  lymph  nodes,  and 
its  exposed  position  over  the  occiput  accounts  for 
the  frequency  and  characteristics  of  pain  arising  in 
the  occipital  nerve.  These  factors  also  contribute  to 
the  ease  of  diagnosis  and  suggest  a logical  course  of 
management. 

Occipital  headache  patients  are  divided  into  two 
groups,  "occipital  neuralgia  and  occipital  neuritis." 
Each  of  these  have  the  same  type  headache,  but 
each  of  which  have  certain  rather  distinctive 
characteristics. 

Occipital  neuralgia  is  the  terminology  that  we 
use  to  describe  the  vicious  cycle  of  pain-spasm-pain 
syndrome.  We  use  this  to  differentiate  these 
patients  from  those  whose  symptoms  are  due  to 
local  factors  involving  the  greater  occipital  nerve, 
which  we  classify  as  occipital  neuritis. 

Occipital  neuralgia  headache  occurs  more  fre- 
quently in  women.  It  usually  awakens  the  patient 
from  sleep  early  in  the  morning,  but  may  occur 
any  time  of  day  and  may  last  for  several  days  at  a 
time.  It  begins  in  the  occiput,  usually  on  one  side, 
with  radiation  into  the  retro-orbital  area.  When 


* Department  of  Surgery,  Jackson  Hospital  & Clin- 
ic, 1722  Pine  Street,  Montgomery,  Alabama 
36106. 

f Department  of  Neurology,  Jackson  Hospital  & 
Clinic,  1722  Pine  Street,  Montgomery,  Alabama 
36106. 


severe,  the  headache  is  associated  with  nausea. 
After  onset  the  headache  frequently  spreads  to 
involve  the  other  side  of  the  head,  and  usually  does 
not  respond  to  oral  medication. 

It  is  described  by  patients  as  a severe  ache,  but 
occasionally,  in  cases  of  occipital  neuritis  due  to 
local  irritation  of  the  nerve,  it  may  present  as  a 
sharp  shooting  pain  radiating  from  the  occipital 
area  toward  the  vertex,  but  usually  the  pain  is  a 
dull,  constant,  severe  throbbing,  aching  sensation. 

Both  groups  describe  the  retro-orbital  pain 
as  if  the  eye  is  about  to  "pop  out  of  my 
head."  In  some  cases,  it  is  very  difficult  ini- 
tially to  accurately  assign  headaches  to  a spe- 
cific group.  All  patients  are  started  on  the 
same  conservative  management  and  the  re- 
sponse to  treatment  frequently  clarifies  the 
etiologic  factors  involved. 

Lidocainc  Injections 

During  a headache,  due  to  muscle  spasm,  physi- 
cal findings  sometimes  are  quite  characteristic  with 
palable  scalene  muscle  spasm,  suboccipital  muscle 
spasm,  and  occipital  nerve  tenderness  being  very 
obvious.  During  the  pain  free  interval,  however, 
these  findings  are  frequently  almost  completely 
absent.  All  patients  are  initially  treated  with 
Lidocaine  injections  around  the  occipital  nerve. 
Response  to  an  occipital  nerve  block  is  considered 
of  great  diagnostic  importance.  Since  the  greater 
occipital  nerve  does  not  supply  the  intracranial 
structures,  headaches  which  are  relieved  following 
such  a nerve  block  are  considered  to  be  due  to 
extracranial  factors  and  by  this  simple  test  in- 
tracranial mass  lesions,  migraine  headaches,  and 
other  causes  of  intracranial  pain  can  very  simply 
and  easily  be  differentiated. 

The  largest  group  of  patients  with  occipital 
headaches  is  composed  of  those  whose  occipital 
neuralgia  is  due  to  muscle  spasm  in  the  neck,  and  is 
frequently  associated  with  the  scalene  anticus 
syndrome.  The  posterior  neck  pain  has  been  a 
neglected  component  of  this  syndrome.  The  sca- 
lene anticus  syndrome  may  be  either  primary 
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Occipital  Neuralgia 


Figure  1 — 
Suboccipital  area 
illustrates  tortuous 
course  of  greater 
occipital  nerve. 


\ 
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scalene  anticus  syndrome  or  secondary  to  trauma 
or  cervical  discongenic  disease.  It  is  felt  that  the 
muscle  spasm  of  the  axial  muscles  in  the  posterior 
and  suboccipital  area  is  responsible  for  the  pos- 
terior neck  symptoms  and  occipital  pain  com- 
ponent of  the  scalene  anticus  syndrome. 

The  greater  occipital  nerve  is  formed  by  the 
posterior  primary  ramus  of  the  second  cervical 
nerve  which  passes  backward  between  the  atlas  and 
axis  in  the  interval  between  the  inferior  oblique 
capitus  and  the  semispinalis  muscle.  It  then  pierces 
the  semispinalis  muscle  and  passes  through  a small 
aperture  in  the  aponeurosis  of  the  trapezius  muscle 
to  emerge  over  the  occiput  as  the  greater  occipital 
nerve  (Fig.  1 ). 

Because  of  this  rather  tortuous  course  it  is 
subjected  to  irritation  and  traction  by  spasm  of 
any  of  the  muscles  in  the  suboccipital  and  pos- 
terior neck  area.  The  posterior  primary  rami  of  the 
third  through  the  sixth  cervical  roots  provide 
somatic  afferent  pathways  for  the  posterior  neck 
but  more  importantly  provide  somatic  efferent 
pathways  to  the  certical  axial  muscles  including 
those  muscles  through  which  the  greater  occipital 
nerve  passes.  The  corresponding  anterior  primary 
rami  of  the  lower  cervical  nerves  contribute  to  the 
formation  of  the  brachial  plexus.  Small  motor 
branches  from  these  nerve  roots  innervate  the 
scalene  muscles.  Because  of  these  anatomical  re- 
lationships, spasm  of  the  scalene  muscles  can  result 


in  irritation  of  the  motor  fibers  to  the  scalene  I 
muscle  which  in  turn  creates  more  spasm  and  also  I 
will  cause  nerve  root  irritation  and  irritation  of  the  I 
posterior  rami,  resulting  in  spasm  of  the  posterior  I 
neck  muscles,  stretch  of  the  occipital  nerve,  and  I 
occipital  neuralgia.  I 

Muscle  Anatomy 

Swank  and  Sinones  explained  the  scalene  anti-  ? 
cus  syndrome  complex  on  the  basis  of  the  anatomy  , 
of  the  scalene  anticus  muscles.  From  their  anatom- 
ic investigation,  they  clearly  demonstrated  that  the 
tendons  of  origin  of  the  scalene  anticus  muscle 
from  the  third  to  the  sixth  cervical  vertebra  are  in 
direct  relationship  to  the  fourth  to  the  seventh 
cervical  nerve  roots.  The  cervical  nerve  roots  of  the 
brachial  plexus  pass  from  the  intervertebral  for- 
amina along  the  groove  in  the  transverse  process  to 
the  top  of  the  process  where  the  tendinous  origins 
of  the  scalene  muscle  are  in  direct  contact  with  the 
nerve.  The  tendon  passing  from  the  tip  of  the  third 
process  passes  over  the  fourth  cervical  nerve  near 
the  tip  of  the  process.  This  continues  downward 
until  the  last  tendon  arising  from  the  sixth  cervical 
transverse  process  passes  over  and  is  in  contact  ; 
with  the  seventh  cervical  nerve. 

Gage  and  Parnell  3 reported  anatomic  dissection 
in  over  100  cadavers  and  found  the  upper  cords  of  ' 
the  brachial  plexus  passing  through  the  scalene 
anticus  muscle  in  30%  of  the  dissections  and  felt 
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that  this  factor  played  a prominent  and  significant 
role  in  the  etiology  of  scalene  anticus  syndrome. 
They  also  reported  that  section  of  the  scalene 
anticus  muscle  results  in  detachment  of  its  lower 
fixed  end  so  that  if  the  muscle  goes  into  spasm  it 
could  not  become  taut  and  consequently  its 
squeeze  effect  on  the  nerve  roots  was  lost. 

They  also  felt  that  the  primary  disturbance 
occurred  in  the  scalene  muscle  and  believed  that  in 
the  majority  of  the  cases  the  precipitating  factor 
was  trauma  which  did  not  need  to  be  severe.  They 
felt  that  once  the  spasm  was  set  in  motion,  cervical 
nerve  root  irritation  would  result  in  increased 
spasm  and  hypertrophy  of  the  scalene  muscle 
which  increases  the  nerve  irritation,  resulting  in  a 
vicious  cycle. 

Effect  Of  The  ‘Squeeze’ 

There  are  numerous  other  publications  which 
substantiate  their  findings.  However,  very  little 
attention  has  been  paid  in  the  past  to  the  posterior 
primary  rami  and  the  effect  of  the  "squeeze”  on 
the  posterior  primary  rami  and  the  effect  of  the 
"squeeze"  on  the  posterior  primary  rami  of  the 
cervical  roots  (Fig.  1 and  2). 

Knight^  reported  post-traumatic  occipital  head- 
aches resulting  from  relative  minor  injuries  and 
stated  that  occipital  neuralgia  should  be  suspected 
when  a very  large  headache  follows  a very  small 
injury.  He  and  other  authors  describe  referred  pain 
which  could  arise  in  transpinous  ligament  injuries, 
strains  on  the  intraneural  and  intervertebral  joints 
and  from  exacerbation  of  pre-existing  cervical 
arthritis.  He  also  stated  that  occipital  pain  is  often 
seen  in  association  with  obvious  disc  degeneration 
at  C-5,  C-6  cervical  intervertebral  space. 

Knox  and  Mustonens  reported  that  the  patho- 
physiology of  occipital  neuralgia  is  tension  of  the 
posterior  neck  muscles  which  caused  compression 
and  irritation,  which  produced  ischemia  of  the 
greater  occipital  nerve,  sending  stimuli  centrally 
into  the  desending  tract  of  the  Vth  nerve  where 
there  is  erroneous  interpretation  that  the  eye  orbit 
or  temporal  area  is  the  locus  of  the  disorder 
producing  the  pain.  They  felt  that  fibers  from  the 
second  cervical  ganglia  enter  the  spinal  cord  and 
extend  upward  intermixing  with  the  fibers  and  the 
cells  of  the  desending  tract  of  the  Vth  cranial  nerve 
and  it  is  these  central  connections  with  the 
desending  tract  of  the  Vth  nerve  which  is  the 
probable  locus  of  the  neural  connection  in  which 
pain  and  pressure  stimuli  from  the  posterior  neck 
and  head  are  referred  to  the  eye  orbit  and  temporal 
area. 


Figure  2— Lateral  view  illustrating  fibers  of  scalene  anticus 
attached  to  posterior  tubercles  and  relationship  of  these 
fibers  of  origin  to  the  cervical  nerve  roots. 


Stowell,  Hayne,  and  Cook^  report  severe  oc- 
cipital headaches  related  to  cervical  disc  syndrome 
and  scalene  anticus  syndrome.  These  were  not 
initially  recognized  by  them  as  being  a part  of  the 
scalene  syndrome  until  patients  thanked  them  for 
relief  of  headaches  following  scalene  surgery.  Oc- 
cipital headaches  have  also  been  reported  by  Cox^, 
Cox  and  Cocks2  as  being  related  to  posterior 
occipital  muscle  spasm  related  to  the  scalene 
syndrome. 

Rib  Removal 

Roos6  has  rekindled  interest  in  first  rib  resection 
for  thoracic  outlet  syndrome.  It  would  appear  that 
removal  of  the  first  rib  would  very  effectively 
decompress  the  nerve  roots  by  releasing  the  lower 
end  of  all  the  scalene  muscles.  He  also  reports  a 
complication  rate  of  nearly  twenty  percent,  and 
good  results  in  approximately  90%  of  these  pa- 
tients. Our  experience  with  this  procedure  has  been 
limited  but  it  does  appear  that  the  benefits  are 
secondary  to  release  of  nerve  root  pressure  rather 
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Result 

Excellent 

Good 

Poor 

Total 

TABLE  1 

SCALENOTOMIES 
Result  of  Surgery 

Number 

117 

223 

55 

395 

Percent 

30 

56 

14 

100 

TABLE  2 

Primary  Neurectomies 

38 

Neurectomies  after  Scalenotomies 

54 

Previous  Neurectomies 

3 

Total 

95 

TABLE  3 

NEURECTOMIES 

Result  of  Surgery 

Result 

Number 

Percent 

Excellent 

15 

16 

Good 

71 

75  : 

Poor 

9 

9 

Total 

95 

100 

TABLE  4 

Neurectomy  Pathology  Number 

Percent 

Neuromata 

13 

14 

Neural  and  Perineural  Fibrosis  40 

42 

Adherent  Lymph  Nodes 

(Chronic 

Lymphadenitis)  22 

23 

No  abnormal  Findings  20 

21 

Total 

95 

100 

than  removal  of  anatomical  anomalies  such  as 
cervical  rib  or  release  of  nerve  pressure  over  the 
first  rib. 

In  our  largest  group  of  patients  presenting  with 
such  occipital  neuralgia  headaches  with  radiation 
into  the  retro-orbital  area,  the  headaches  were  due 
to  muscle  spasm  secondary  to  scalene  anticus 
syndrome.  These  people  present  with  headaches 
which  begin  in  the  back  of  the  head  and  radiate 
into  the  retro-orbital  and  frontal  areas.  The  head- 
aches are  associated  with  neck  pain  and  arm  pain. 
There  is  tenderness  over  the  occipital  nerve  and 
some  occipital  and  scalene  anticus  muscle  spasm 
and  tenderness. 

These  headaches  usually  begin  in  the  third, 


fourth  or  fifth  decade  of  life,  and  occur  at  frequent 
intervals,  and  usually  last  for  days  or  weeks  at  a 
time.  They  usually  do  not  respond  to  the  usual 
headache  remedies.  In  fact,  they  are  usually  not 
relieved  by  large  doses  of  narcotics.  These  drugs 
may  induce  sleep  and  rest  but  the  headaches  may 
recur  when  the  patient  reacts  from  these  medica- 
tions. 

Subjective  Pain  Relief 

Another  characteristic  of  this  group  of  patients 
is  a prompt  and  sometimes  a prolonged  response  to 
diagnostic  injection  of  local  anesthetic  agent 
around  the  greater  occipital  nerve.  The  subjective 
relief  of  the  occipital  pain  is  almost  immediate 
followed  by  a 5-or-1 0-minute  interval  during  which 
the  frontal  and  retro-orbital  pain  is  relieved.  The 
subjective  relief  of  symptoms  and  objective  pal- 
pable decrease  in  suboccipital  and  scalene  muscle 
spasm  and  tenderness  are  sometimes  rather  dramat- 
ic. The  patients  frequently  express  surprise  at  such 
prompt  relief  of  such  long  enduring  headaches. 
Relief  of  the  pain  far  outlasts  the  anesthetic  effect 
of  the  drug  used. 

Approximately  50%  of  this  group  has  responded 
satisfactorily  to  conservative  management  with 
nerve  blocks.  In  addition  muscle  relaxants  and 
analgesics,  along  with  reassurance  of  the  benign 
nature  of  the  disease,  frequently  are  of  value. 
Physiotherapy,  cervical  traction,  and  neck  collar 
have  not  been  of  much  value.  Patients  who  do  not 
respond  to  conservative  measures  have  been  op- 
erated and  an  anterior  scalenotomy  has  been  done. 

Prior  to  surgery  a complete  neurologic  evalua- 
tion is  done  including  skull  x-rays,  cervical  spine 
x-rays,  electroencephalogram,  brain  scans  and/or 
EMI  scans.  In  some  cases  cervical  myleograms  and 
arteriograms  are  also  done.  Results  of  this  study 
are  presented  in  Table  One.  It  is  hoped  by  relieving 
the  scalene  spasm  component  of  this  pain-spasm 
cycle  that  we  would  be  able  to  afford  reasonable 
relief  with  minimal  risk.  Complications  have  been 
minimal. 

Most  patients,  following  anterior  scalenotomy, 
are  discharged  from  the  hospital  within  two  or 
three  days  and  are  able  to  return  to  their  usual 
occupations  within  one  or  two  weeks. 

The  second  and  smaller  group  of  patients  have 
occipital  neuritis  due  to  local  factors  involving  the 
greater  occipital  nerve  and  have  had  occipital 
neurectomies  done,  either  as  a primary  procedure 
following  failure  of  conservative  treatment  or  as  a 
result  of  failure  of  scalenotomy  (Table  2). 

This  group  of  patients  is  characterized  by 
prompt  relief  of  headache  following  an  occipital 
nerve  block  but  the  headache  recurs  shortly  after 
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the  effect  of  the  anesthetic  agent  has  worn  off. 
These  people  usually  give  a history  of  onset  at  a 
younger  age,  a few  dating  their  headaches  back  to 
six  or  seven  years  of  age.  These  headaches  are 
usually  unilateral  and  are  associated  with  minimal 
arm,  shoulder,  and  hand  symptoms. 

I On  physical  examination  no  muscle  spasm  is 
i noted  in  the  scalene  anticus  area  and  they  have 
minimal  symptoms  of  cervical  radiculitis.  They  can 
be  further  sub-divided  into  acute  and  chronic 
neuritis.  In  the  acute  neuritis  there  is  uaually  a 
history  of  local  trauma  to  the  area  or  findings 
compatible  with  acute  lymphadnitis  involving  the 
occipital  lymph  nodes.  These  patients  complain  of 
a sharp,  shooting  type  pain  confined  to  the  occiput 
with  radiation  into  the  vertex.  Following  the  acute 
phase  some  will  develop  chronic  occipital  neuralgia 
with  the  classic  radiation  into  the  retro-orbital 
area. 

Organic  disease  involving  the  occipital  nerve  has 
been  noted  in  79%  of  nerves  resected.  The  patholo- 
gy noted  is  presented  in  Table  4.  This  has  included 
neuromata,  scarring  around  the  nerve,  neural  fibro- 
sis, and  densely  adherent  occipital  lymph  nodes.  It 
has  also  been  noted  that  the  aperture  through 
which  the  nerve  passes  at  the  tendinous  upper  end 
of  the  trapezius  muscle  frequently  is  found  to  be 
compressing  the  nerve  at  this  point.  Results  of 
occipital  neurectomies  performed  on  95  patients 
are  presented  in  Table  3. 

Several  technical  points  should  be  made  con- 
cerning the  techniques  for  performing  occipital 
neurectomy.  The  surgey  is  done  through  an  ob- 
liquely placed  incision  centered  over  the  lateral 
attachment  of  the  fascia  of  the  trapezius  muscle. 
The  nerve  is  readily  identified  at  this  point. 
Approximately  a 3 cm.  section  of  the  nerve  is 
removed.  Gentle  traction  is  placed  on  the  nerve 
and  it  is  transected  near  its  point  of  emergence 
through  the  semi-spinalis  capitus.  The  nerve  should 
not  be  avulsed  because  of  the  possibility  of  serious 
injury  to  the  spinal  cord. 

Several  cases  which  were  done  elsewhere  have 
been  re-operated  and  a neuroma  removed  from  the 
nerve.  The  nerve  in  these  cases  had  been  severed 
subjacent  to  the  incision  and  when  neuromas 
formed  following  the  transection  of  the  nerve,  the 
neuromas  produced  recurrent  symptoms  beginning 
approximately  three  weeks  following  surgery.  This 
is  believed  to  be  due  to  the  neuroma's  being 
exposed  over  the  occiput  in  such  a manner  that  it 
is  subjected  to  recurrent  trauma.  It  is  felt  by 
removing  a section  of  the  nerve  and  allowing  the 
nerve  to  retract  into  the  soft  tissue  of  the  neck  that 
the  difficulty  of  recurrent  phantom  pain  from 
occipital  neurectomies  could  be  minimized. 


Discussion 

This  study  was  undertaken  as  a result  of 
observations  made  during  a previous  evaluation  of 
40  patients  who  had  anterior  scalenotomy  done  for 
neurovascular  compression  syndrome  of  the  upper 
extremity!.  Our  conclusions  from  that  project 
indicated:  (1)  The  commonly  employed  stretch 
tests  were  unreliable  (Adson'sand  Allen's  test),  (2) 
nerve  root  pressure  phenomena  were  more  im- 
portant than  vascular  compression  or  brachial 
plexus  compression  over  the  first  rib  in  the 
production  of  symptoms,  (3)  posterior  neck  pain 
and  occipital  neuralgia  were  a frequent  component 
of  the  scalene  anticus  syndrome. 

Many  patients  thanked  us  for  relief  of  headache 
that  we  had  not  recognized  as  a part  of  this 
syndrome. 

Recognizing  that  any  surgery  for  pain  entails  a 
large  psychological  factor  in  a sometimes  highly 
suggestable  patient,  no  one  has  been  included  in 
this  study  until  at  least  a six-month  interval  after 
surgery  has  elasped.  It  is  felt  that  the  "honeymoon 
is  over"  after  six  months  and  a more  reliable 
objective  evaluation  can  be  made  at  that  time. 

The  question  of  adequate  control  of  this  study 
has  been  considered.  Sham  surgery  has  not  been 
done  because  of  ethical  factors.  What  we  have 
done,  however,  is  to  operate  on  one  side  at  a time 
in  people  with  bilateral  headache.  The  results  of 
this  have  been  quite  conclusive  with  dramatic  relief 
on  the  operated  side  and  persistent  pain  on  the 
unoperated  side. 

Even  though  our  statistics  indicate  somewhat 
better  results  following  neurectomy,  we  still  favor 
anterior  scalenotomy  as  a primary  procedure,  when 
indicated,  because  of  lack  of  undesirable  symptoms 
following  this  procedure.  We  have  had  no  long- 
term morbidity  following  scalene  surgery.  Occipital 
neurectomy,  on  the  other  hand,  is  always  asso- 
ciated with  hypesthesia  and  sometimes  with  dy- 
sethesia.  With  neurectomy  we  initially  achieve 
almost  100%  relief  of  headache,  but  unfortunately, 
with  the  formation  of  the  neuroma  on  the  end  of 
the  severed  nerve,  symptoms  recur  in  about  10%  of 
patients  beginning  about  three  weeks  postopera- 
tively.  When  this  is  also  associated  with  dysethesia 
we  have,  in  fact,  made  the  patients  worse  than  they 
were  before  surgery. 

Summary 

In  the  past  15  years  over  1,000  patients  with 
occipital  neuralgia  have  been  evaluated  and  treated. 
Three  hundred  ninety-five  have  been  subjected  to 
anterior  scalenotomy  and  95  have  had  occipital 
neurectomies.  The  scalene  anticus  syndrome  is 

CONTINUED  ON  PAGE  32 
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COMMITTEE  or  PUBLIC  HEALTH 

The  State  Committee  of  Public  Health  took  the  fol- 
lowing actions  at  its  meeting  on  Nov.  15,  1978: 

• Added  Legionnaires  Disease  and  histoplasmosis  to 
the  list  of  reportable  diseases,  effective  immediately. 

• Acknowledged  the  placement  of  the  controlled  sub- 
stance PCP  ( N-ethy l-l-phenylcyclohexylamine  and 
l-(l-phenylcyclohexyl)pyrrolidine)  into  Schedule  I,  ef- 
fective Oct.  25,  1978,  by  Federal  action  with  no  ob- 
jection expressed  from  the  State  Committee  of  Public 
Health. 

• Received  the  full  text  copy  of  the  budget  request 
for  1980  for  the  Health  Department. 

• Was  advised  of  the  release  of  $1.5  million  of  the 
current  conditional  appropriation  by  Gov.  George  C. 
Wallace,  through  the  State  Budget  Officer,  Mr.  James 
Raiford. 

• Was  advised  of  a request  for  the  release  of 
$105,558  conditional  appropriation  to  continue  the 
hypothyroid  screening  program.  This  has  proven  to  be 
a very  cost-effective  case-finding  program. 

• Was  advised  of  the  epizootic  of  rabies  in  Southeast 
Alabama  and  the  concentration  in  raccoons  and  con- 
trol measures  that  are  being  enhanced  in  the  nine 
counties  of  Southeast  Alabama. 

• Was  advised  that  routine  mouse  inoculation  in  the 
laboratory  was  no  longer  indicated  and  has  been  dis- 
continued. This  recommendation  is  supported  by  lab- 
oratory consultation  with  the  Center  for  Disease  Con- 
trol in  Atlanta. 

• Received  information  on  the  revision  of  Section 
1122  Procedures  Manual  and  concurred  in  a revision 
of  the  initial  notification  of  partnership  agencies. 

• Approved  bill  revisions  for  the  Certification  of 

Need  Law  for  consideration  by  the  Legislature  as  rec- 
ommended and  required  by  DHEW. 

• Gave  favorable  findings  and  recommendations  to 

the  Children's  Hospital,  Birmingham,  for  four  new 
dialysis  units,  renovation  and  expansion. 

• Concurred  with  the  Birmingham  Regional  Health 

Systems  Agency  for  favorable  findings  and  recommen- 
dations for  a proposed  parking  deck  of  720  spaces  at 
Baptist  Medical  Center,  Montclair,  Birmingham. 

• Concurred  with  the  Southwest  Alabama  Health 

Planning  Council  for  adverse  findings  and  recommenda- 
tions for  the  construction  of  a new  120-bed  nursing 
home  by  South  Alabama  Nursing  Home,  Mobile. 

• Concurred  with  adverse  findings  and  recommenda- 
tions of  the  Southwest  Alabama  Health  Planning  Coun- 
cil for  proposed  construction  of  a new  215-bed  facility 
in  Mobile  known  as  the  Southwest  Alabama  Heart  and 
Cancer  Center,  Inc. 

• Approved  the  I.V.  Fluid/Drug  Supply-Resupply  Pro- 
gram applications  for  Emergency  Medical  Service  units 
for  62  facilities. 

• Was  advised  of  rubella  baseline  titer  services  being 
provided  to  physicians  at  cost  where  suitable  services 
are  not  easily  available. 

• Reversed  its  approval  for  the  reporting  of  Juvenile 
Onset  Diabetes  to  the  University  of  Alabama  and  de- 
clared Juvenile  Onset  Diabetes  a reportable  disease  to 
the  State  Health  Department.  □ 
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Tenuate*® 

(dielhylpropion  hydrochloride  NF) 

Tenuate  Dospan' 

(dielhylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Briel  Summary 

INDICATION:  Tenuaie  and  Tenuate  Dospan  are  Indicated  in  the 
management  ot  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  In  a regimen  ol  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  o)  agents  ot  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
d6scrib6d  b6low 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  be  discontinued.  Tenuate  may  Impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operatmg 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependeht 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  In  mind 
when  evaluating  the  desirability  of  Ihcluding  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which.  In  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  ot  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEC  Manifestations  of 
chronic  intoxication  with  ahorectic  drugs  include  severe  dermatoses, 
marked  insomnia.  Irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  ot  chronic  intoxications  Is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
Indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  In  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellltus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  ot  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
ot  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  ol  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  EIDG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Cenf/’a/Wervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jlF 
teriness,  insomnia,  anxiety,  euphoria,  depressioh,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal. 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting.abdominal 
discomfort,  diarrhea,  cohstipation.  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis.  erythema  fndocz/ne: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  ol  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  Increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevenIng  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylpropion  hydrochloridelcontrolletf-release  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age, 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulfed  In  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxlcatfon  Is 
largely  symptomatic  and  Includes  lavage  and  sedation  with  a barbitu- 
rate bperience  with  hemodialysis  or  peritoneal  dialysis  Is  Inade- 
quate to  permit  recommendation  In  this  regard  Intravehous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension.  If  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  ol  Merrell" 

References:  1.  Citations  available  on  request -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga,  M T , 

0 Dillon,  R H , and  Leyland.  FI  M A Comprehensive  Review  of  Dleth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  ol  Anorectic  Drugs.  Florence.  Italy.  Jan  20-21. 1977 

Merrell 


e-392l 


1Y567A) 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has?  / 
been  reported  useful  in  obese  patients  with  hypertension,  symp-.:, 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications' 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertensiori;  see  additional ; , ' 
Warnings  and  Precautions  On  the  opposite  page.)  it;,; 

In  uncomplicated  obesity^  > 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated  ' - 

obesity,  complications  of  both  a social  and  a psychologic  nature ; 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a / i t ; 
short-term  regimen  of  Tenuate  can  help  reinforce  your  djetary  ' 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program.  ‘ : ’ 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrckjWor^^^fei 
well  documented.  No  less  than  16  separate  double-blirt^  jsS^^^^ 
controlled  studies  attest  to  its  usefulness  in  daily  pr^lci^  ’^dW^ 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency^ 
with  minimal  overt  central  nervous  system  or  cardiova^ulair  : " " 
stimulation."^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


1bnuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


How  To  Keep  Your  Boss’s  CME  Report  Card 

by  George  D.  Getting,  Ed.D.,  and  Dee  Kimbrough,  MASA  Education  Department 


Attention  all  MASA  members— 
Please  tear  out  this  article  im- 
mediately and  pass  it  on  to  your 
wife,  secretary,  nurse,  or  whomever 
you  have  delegated  the  responsibili- 
ty to  keep  your  CME  records.  If 
you  maintain  your  own  records, 
please  proceed  reading  this  article; 
otherwise  stop  — you  are  not  au- 
thorized to  go  further  — this  is 
private  talk  between  CME  record- 
keepers. 

The  Initial  Passing  of  the  Buck 
to  /oo— Judging  from  the  frantic 
phone  calls  we  get  in  the  MASA 
Education  Department  from  secre- 
taries, the  delegation  of  CME  rec- 
ord keeping  responsibility  usually 
follows  this  scenario:  The  boss 

comes  in  with  a stack  of  crumpled 
attendance  certificates,  some  unde- 
cipherable personal  notes  relating  to 
CME  meetings  and  possibly  an  out- 
dated AMA  Physician's  Recognition 
form.  Comments  such  as  "I  need 
to  start  keeping  track  of  my  CME 
- would  you  set  up  a file  and  do 
this  for  me?"  usually  follow  - then 
a quick  exit  by  the  boss  - who 
may  also  mumble  various  curses  at 
the  AMA,  MASA  or  others  for 
"those  Mickey  Mouse  CME  paper- 
work requirements"  as  he  goes  out 
the  door. 

So  there  you  are,  with  a new 
task  and  possibly  little  knowledge 
of  this  area  except  that  you  now 
know  that  "CME"  stands  for  con- 
tinuing medical  education.  What  fol- 
lows are  tips  and  suggestions  to 
help  you  become  an  A-1  CME 
record  keeper. 

1.  Get  a good  understanding  of 
his  CME  requirements:  This  will 

take  some  time  and  effort,  but  it 
will  be  worth  it. 

After  much  discussion  and  de- 
bate, a CME  mandate  for  members 
of  the  Medical  Association  (includ- 
ing your  boss)  was  adopted.  To 
maintain  membership  in  MASA,  he 
or  she  will  need  to  participate  in 
enough  CME  activities  to  attain  the 
AMA  Physician's  Recognition  Award 
(PRA)  or  an  approved  equivalent 
program. 


The  PRA  requires  150  hours  of 
CME  over  a three-year  period.  This 
can  be  achieved  by  the  physician 
in  any  manner  desired,  e.g.  50 
hours  per  year,  all  in  the  last  year, 
or  whatever  pattern  works  best  for 
the  individual. 

In  addition  to  the  PRA,  the  na- 
tional CME  programs  of  the  follow- 
ing nine  specialties  are  also  ap- 
proved as  satisfying  the  MASA 
CME  membership  requirement; 
American  Academy  of  Dermatology 
(AAD);  American  of  Family  Physi- 
cians (AAFP);  American  Association 
of  Neurological  Surgeons/Congress 
of  Neurological  Surgeons 
(AANS/CSN);  American  College  of 
Emergency  Physicians  (ACEP); 
American  College  of  Obstetricians 
and  Gynecologists  (ACOG);  Ameri- 
can College  of  Radiology  (ACR); 
American  Psychiatric  Association 
(APA);  American  Society  of  Clinical 
Pathologists/College  of  American 
Pathologists  (ASCP/CAP);  and 
American  Society  of  Colon  and 
Rectal  Surgeons  (ASCRS). 

This  requirement  becomes  effec- 
tive July  1,  1979,  so  the  first  man- 
datory three-year  period  for  all 
members  will  cover  July  1,  1979  - 
July  1,  1982. 

At  the  end  of  that  period,  your 
boss  should  have  completed  at  least 
150  hours  of  CME  and  reported 
this  to  the  AMA,  AAFP,  or  other 
approved  agency  which  issues  the 
CME  certification.  (MASA  does  not 
review  individual  hours,  attendance 
records,  etc.  — you  should  submit 
required  documents  to  the  certify- 
ing agency.  All  we  need  is  informa- 
tion on  who  certified  his  efforts 
and  the  period  of  certification.) 
Many  MASA  members  have  already 
started  their  three-year  period;  it  is 
not  necessary  to  wait  until  July 
1979  to  begin. 

2.  Find  out  how  your  boss  plans 
to  meet  this  CME  requirement  — 
either  the  AMA  or  one  of  those 
national  specialties  listed  above. 
Write  to  the  organization  and  get 
the  CME  information  brochures  and 
forms  needed.  Quite  often  your 
boss  may  have  these  materials  al- 


ready, or  at  least  the  address  to 
write  to. 

3.  Start  a file  to  record  the 
CME  activities— Jhh  is  probably  the 
most  crucial  part  of  the  service 
you  can  perform.  Find  out  the  for- 
mat required  to  report  the  CME 
activities,  and  learn  exactly  how  to 
make  the  proper  entries.  It  is  most 
important  that  these  entries  be  en- 
tered promptly,  as  soon  as  the 
CME  activity  is  completed.  Much 
time  is  wasted  in  many  medical  of- 
fices frantically  searching  for  CME 
records  long  after  the  activity  is 
completed.  Therefore,  "train"  your 
boss  to  automatically  let  you  know 
when  he  has  participated  in  one  of 
the  kinds  of  activities  for  which 
CME  credit  is  available.  Also,  when 
possible,  get  letters  or  certificates 
of  completion  proving  attendance, 
which  can  be  filed  as  documenta- 
tion of  this  record.  Properly  kept 
records  will  greatly  help  to  make 
the  CME  record  keeping  business  as 
painless  as  possible. 

4.  Insure  credit  is  gotten  for  all 
possible  types  of  CME  activities. 
Each  of  the  agencies  which  can 
issue  the  CME  certification  have 
slightly  different  requirements.  In 
general  however,  the  following 
types  of  educational  activities  can 
be  counted  for  credit:  (a)  Attend- 
ance of  educational  meetings,  con- 
ferences, seminars,  etc.;  (b)  teaching 
of  medical  students,  other  doctors 
or  allied  health  professionals;  (c) 
writing  of  books,  journal  articles  or 
the  presenting  of  exhibits  at  a 
medical  meeting;  (d)  self-study  ac- 
tivities such  as  the  reading  of  arti- 
cles, viewing  of  audiovisual  presen- 
tations, etc.;  (e)  consultation  with 
other  physicians  and  attendance  at 
medical  meetings  concerned  with 
the  review  and  evaluation  of  pa- 
tient care;  and  (f)  self-assessment 
programs  with  tests  and  self-study 
guides. 

Those  keeping  records  for  the 
AMA  PRA  certificate  should  note 
that  CME  activities  have  been  put 
into  the  following  categories: 

CONTINUED  ON  PAGE  32 
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CME  REPORT  CARD 

CONTINUED  FROM  PAGE  31 

I—  Programs  of  CME  accredited  organizations 

I I—  Scientific  meetings  of  non-accredited  medical  or- 
ganizations 

III  — Medical  teaching 

IV—  Preparing  articles  and  books 

V—  Self-study  of  tapes,  journals,  and  participation  in 
audits  and  patient  care  records. 

If  you  are  in  doubt  about  the  correct  category,  you 
may  contact  the  AMA  Department  of  Physician  Cre- 
dentials and  Qualifications,  535  N.  Dearborn  St.,  Chi- 
cago, III.  60610  or  (312)  751-6294  for  further  help. 

5.  Sending  your  boss's  report  card  to  MASA—\r\ 
mid  1979,  the  MASA  Education  Department  will  be 
contacting  each  MASA  member  to  find  out  how  he  or 
she  plans  to  meet  this  membership  requirement.  Please 
remember,  all  we  need  is  information  on  how  your 
boss  plans  to  meet  the  CME  requirement  (a  copy  of 
his  PRA  certificate,  etc.).  We  do  not  need  individual 
attendance  certificates  or  records  of  CME  hours.  These, 
if  required,  should  be  sent  to  the  approval  organiza- 
tion giving  the  CME  certificate. 

6.  Call  us  for  help— Any  time  you  are  confused 
about  these  things,  don't  hesitate  to  give  us  a call  on 
our  toll-free  number  (1-800-392-5668).  We  will  try  to 
help  and  will  always  lend  a sympathetic  ear. 


OCCIPITAL  NEURALGIA 

CONTINUED  FROM  PAGE  27 

responsible  for  the  largest  percentage  of  these 
patients.  It  is  felt  that  the  posterior  primary  rami  j 
of  the  cervical  nerves  are  irritated  by  spasms  of  the  1 
scalene  anticus  muscle  and  this  produces  sub-oc-  ! 
cipital  muscle  spasm  and  occipital  neuralgia.  The 
second  group  of  patients  had  primary  disease  | 
involving  the  occipital  nerve  and  these  patients  1 
required  occipital  neurectomies.  It  is  emphasized  I 
that  a trial  of  conservative  management  should  be  i 
undertaken  prior  to  surgery  for  occipital  neuralgia,  i 
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After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 
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if  there 
ere  problems 
and  there 
is  dritiking... 
drinking 
may  be  the 
only  Problem/ 
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PHYSICIAM^S  PLACEMENT  SERVICE 

The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians'  Placement  as  a service  to  the  medical  profession  in  the  state  of  Ala- 
bama. Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  makinq  inquiry.  Physicians  wishing  to  estab- 
lish practice  ate  invited  to  submit  a resume  to  be  Kept  on  file  with  the  Association.  Foi  furthei  information  write:  Mr.  Emmett  Wyatt,  Executive 
Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  oi  call  (206)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


CARDIOLOGY:  Age  30;  Bowman  Gray, 

1974;  seeking  practice  in  Cardiology.  Avail- 
able July  1979.  LW-09178. 

CARDIOVASCULAR  DISEASES:  Age  30; 
Bowman  Gray-Wake  Forest,  1974;  Ameri- 
can Board  Certified;  will  be  American  Board 
Eligible  in  1979;  seeking  single  specialty 
group,  multi-specialty  group  or  partnership. 
Available  as  of  July  1979.  LW-13833. 

dermatology/internal  MEDICINE: 
Age  31;  Michigan  State;  1974;  will  be 
American  Board  Eligible  m 1979;  seeking 
single  specialty  group,  multi-specialty  group 
or  partnership.  Available  as  of  July  1979. 
LW-13723. 

EMERGENCY  MEDICINE/INTERNAL 
MEDICINE:  Age  29;  Louisiana  State  Uni- 
versity, 1975;  Board  Eligible  in  Internal 
Medicine;  seeking  emergency  practice  in  a 
town  of  30,000  population  and  above. 
Available  for  practice  now.  LW-11278. 

GASTROENTEROLOGY:  Age  33;  Case 

Western  Reserve,  1971;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  20,000  to 
100,000.  Available  July  1979.  LW-11378. 

GASTROENTEROLOGY/INTERNAL 
MEDICINE;  Age  29;  Ohio  State,  1974; 
National  Board  Certified;  American  Board 
Certified;  American  Board  Eligible  in  1979; 
seeking  single  specialty  group,  partnership 
or  multispecialty  group.  Available  July 
1979.  LW-13592. 

GENERAL  PRACTICE:  Age  37;  University 
of  Louisville,  1967;  American  Board  Certi- 
fied; seeking  general,  assistant  or  associate 
practice  preferably  in  the  Mobile,  Mont- 
gomery, Birmingham  or  Huntsville  areas. 
Available  September  1978.  LW-14129. 

INTERN:  Age  31;  UAB  1975;  seeking  prac- 
tice in  Internal  Medicine  in  south  Alabama 
or  Mobile  area.  Available  1980.  LW-02. 


INTERN;  Age  29;  UAB  1975;  seeking  prac- 
tice in  General  Surgery/General  Practice  in 
city  of  50,000  to  150,000  population. 
Available  J uly  1979.  LW-03. 

INTERNAL  MEDICINE:  Age  36;  Medical 
College  of  Georgia,  1973;  American  Board 
Certified  in  Internai  Medicine;  seeking  prac- 
tice in  specialty  preferably  in  the  southern 
part  of  Alabama.  Date  available  for  practice 
is  open.  LW-1 1 178. 

OBSTETRICS  & GYNECOLOGY:  Age  30; 
Meharry  Medical  College,  1973;  will  be 
American  Board  Eligible  in  1979;  seeking 
practice  in  partnership,  single  specialty 
group  or  multi-specialty  group.  Available  as 
of  July  1979.  LW-13835. 

★ ★ * 

OPHTHALMOLOGY;  Age  30;  St.  Louis 
University,  1974;  National  Board  Certified; 
American  Board  Eligibie;  seeking  solo,  part- 
nership or  research.  Available  January  1979. 
LW-12416. 


CARDIOVASCULAR  SURGERY/GEN- 
ERAL SURGERY;  Age  35;  University  of 
Alabama,  1971;  American  Board  Certified; 


will  be  American  Board  Eligible  in  1979; 
seeking  a practice  in  solo,  partnership  or 
research.  Available  July  1979.  LW-13665. 

ORTHOPEDIC  SURGEON:  Age  31;  Medi- 
cal College  of  Georgia,  1972;  seeking  prac- 
tice in  town  of  50,000  population.  Available 
August  1979.  LW-701. 

ORTHOPEDIC  SURGEON:  Age  30;  Uni- 
versity of  Tennessee,  1973;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  15,000  or  great- 
er. Available  for  practice  January  1980. 
LW-1 1478. 

ORTHOPEDIC  SURGERY/HAND  SUR- 
GERY; Age  32;  Ohio  State  University, 
1972;  National  Board  Certified;  American 
Board  Eligible;  seeking  single  specialty 
group  or  partnership.  Available  July  1979. 
LW-13012. 

ORTHOPEDICS;  Age  30;  University  of  Ala- 
bama, 1973;  National  Board;  seeking  prac- 
tice in  the  Northern  section  of  Alabama  in  a 
town  of  30,000  or  more  population.  Avail- 
able July  1979.  LW-09378. 

GENERAL  SURGERY/GENERAL  PRAC- 
TICE: Age  46;  University  of  Maryland, 

1968;  American  Board  Eligible;  seeking 
practice  in  partnership,  multi-specialty 
group  or  emergency  room.  Available  as  of 
December  1978.  LW-12085. 


PSYCHIATRY:  Age  28;  University  of  Iowa, 
1976;  American  Board  Eligible  in  June 
1979;  seeking  practice  in  specialty  or  private 
practice.  Available  July  1979.  LW-09578. 

GENERAL  SURGERY:  Age  34;  seeking 

practice  in  specialty  in  a town  of  40,000 
population.  Available  as  of  September  1979. 
LW-11578. 

SURGEON:  Age  31;  UAB  1973;  National 
Board;  seeking  associate  practice  in  town  of 
25,000  plus  population.  Available  July 
1979.  LW-400. 

SURGEON/UROLOGICAL:  Age  30;  Uni- 
versity of  Alabama,  1974;  American  Board 
Eligible  in  1979;  seeking  partnership,  single 
specialty  group  or  solo.  Available  July  1979. 
LW-12031. 

SURGEON:  Age  34;  Vanderbilt,  1970;  Na- 
tional Board;  seeking  practice  in  town  of 
10,000-200,000  population.  Available  Sep- 
tember 1979.  LW-401. 

UROLOGY:  Age  30;  Yale  University  1974; 
National  Board;  seeking  associate  practice  or 
hospital-based  practice.  Available  June 
1979.  LW-800. 

UROLOGY:  Age  31;  New  York  Medical 
College,  1974;  seeking  practice  in  a group, 
partnership  or  solo.  Available  July  1,  1979. 
LW-07278. 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 


PE  Dl  AT  R I C I AN— Wanted  to  join  estab- 
lished three  man  pediatric  group.  All  are 
board  certified.  Excellent  fringe  benefits 
from  OUT  professional  coiporation.  Un- 
limited recreational  activities  with  quality 
schools  and  churches  in  this  metropolitan 
central  Alabama  city.  PW-16. 

INTERNIST— Excellent  opportunity  for  as- 
sociation with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

* * * 

RADIO  LOG  1ST— Must  be  experienced  and 
capable  in  all  phases  of  special  procedures 
including  angiography,  ultrasound,  CT,  and 
nuclear  medicine.  Immediate  opening  in 
expanding  multispecialty  private  hospital  in 
progressive  city  of  50,000  in  Southeast 
Alabama.  Salary  open  to  negotiation.  PW-27 

family  physician-  Opportunity  to  es- 
tablish gratifying  practice  in  Southwest  Ala- 
bama community  of  9,000  with  a trade  area 
of  25,000,  located  within  minutes  of  Mobile 
and  Gulf  Beaches.  Associations  with  es- 
tablished family  physician  possessing  well- 
equipped  offices  available.  Invitation  to  visit 
with  expenses  paid  will  be  directed  to  those 
who  qualify.  PW-26 

OPPORTUNITY  for  Surgeon,  Family  Practi- 
tioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 
35,000  population,  located  100  miles  north- 
west of  Birmingham.  May  begin  as  associate 
working  with  three  other  physicians  or  solo 


working  with  same  doctors.  Office  space 
immediately  available.  Excellent  location 
near  mountain  lakes,  river,  hunting,  fishing, 
boating,  golfing  and  nearby  to  Metropolitan 
Area,  PW-14.  ^ 

OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS— 

Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 
city  40  miles  — population  of  200,000; 
nearest  hospital  20  miles;  last  physician  in 
town  died  12  years  ago;  equipped  three 
room  clinic  available  with  guaranteed  salary 
or  option  to  purchase;  principal  sources  of 
income  in  community  are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-09178. 

Town  of  1,300  population;  trade  area  less 
than  10,000;  south  central  Alabama;  one 
semi-retired  physician  in  town;  clinic  avail- 
able equipped  for  two  physicians;  commuter 
town;  nearest  hospitals  15  miles;  nearest 
metro  area  30  miles  with  200,000  popula- 
tion; 5 churches,  4 schools.  PW-09278. 

Town  of  2,500  population;  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  m town;  one  physician  died  re- 
cently; 2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population;  two 
offices  available  and  another  one  could  be 
constructed;  principal  sources  of  income  in 
community  are  agriculture  and  light  in- 
dustry; 15  churches,  1 school,  2 kinder- 
gartens, 1 day-care  center;  social  activities 
include  service  clubs,  and  golf  course. 
PW -09378. 
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7%  Of  the  population 
may  be  harboring  latent 
or  dormant  tuberculosis’ 

Are  you  testing  for  it  during 
routine  office  physicais? 

Based  on  a national  estimate  of  15  million  tuberculin  reactors 
Stead.  W.W.  and  Bates,  J,,  in  Harrison's  Principles  of  Medicine. 

8th  Edition.  1977,  McGraw-Hill,  p.  900. 


An  Important  check 
in  every  checkup. 


A system,  not  just  a test  - supplied  with  patented  induration 
indicator  cards  in  English  or  Spanish  - simplifies  recording 
and  record  keeping. 

• Over  15  years  of  use  — millions  of  tests  performed  each  year. 

• Practical  and  easy  to  perform  — presterilized;  disposable: 
no  refrigeration  needed;  no  needles  or  syringes. 

• Fast  — only  seconds  to  perform  — can  be  read  in  48-72  hours. 


Precautions:  Tuberculin  testing  should  be  done  with 
caution  in  persons  with  active  tuberculosis  However, 
activation  of  quiescent  lesions  is  rare 
Although  clinical  allergy  to  acacia  is  very  rare,  this  prod- 
uct contains  some  acacia  as  a stabilizer  and  should  be 
used  with  caution  in  patients  with  known  allergy  to  this 
component.  Reactivity  to  the  test  may  be  suppressed  in 
patients  who  are  receiving  corticosteroids  or  im- 
munosuppressive agents,  or  those  who  have  recently 
been  vaccinated  with  live  virus  vaccine  such  as 
measles 

With  a positive  reaction,  further  diagnostic  procedures 
must  be  considered  These  may  include  x-ray  of  the 
chest,  microbiologic  examinations  of  sputa  and  other 


specimens,  and  confirmation  of  the  positive  TINE  TEST 
using  the  Mantoux  method  In  general,  the  TINE  TEST 
does  not  need  to  be  repeated  Antituberculous 
chemotherapy  should  not  be  instituted  solely  on  the 
basis  of  a single  positive  TINE  TEST 
Adverse  Reactions:  Vesiculation,  ulceration,  or  nec- 
rosis may  occur  at  the  test  site  in  highly  sensitive  per- 
sons. Pam,  pruritus  and  discomfort  at  the  test  site  may 
be  relieved  by  cold  packs  or  by  a topical  glucocorticoid 
ointment  or  cream  Transient  bleeding  may  be  observed 
at  a puncture  site  and  is  of  no  significance 
Reference  Diagnostic  Standards  and  Classification  of 
Tuberculosis  National  Tuberculosis  and  Respiratory 
Disease  Association,  N Y 1969 
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CONTINUED  FROM  PAGE  18 

“When  a man  in  England  walks  down  a sidewalk 
and  stumbles  in  a hole,  he  gets  himself  up  and  curses 
the  bloody  sidewalk.  In  America,  that  same  man 
would  get  up  and  find  who  owns  the  sidewalk  so  he 
would  know  whom  to  sue.... 

“The  same  thing  applies  to  product  liability  and  the 
health  care  system.  If  things  go  wrong,  if  the  patient 
doesn't  get  the  results  he  expected  and  for  which  he 
(or  somebody)  paid,  then  he  thinks  about  suing.  All 
too  often,  he  does  sue." 

Malpractice  And  Maloccurrcnce 

“If  you  are  going  to  solve  the  problem  of  mal- 
practice in  this  country,  you  have  to  differentiate  be- 
tween malpractice  and  maloccurrence,"  Dr.  Wrights 
says. 

“If  you  can  make  that  distinction,  then  you  can 
say  who  is  entitled  to  what.  I don't  mean  to  say 
there  aren't  some  patients  entitled  to  some  malpractice 
settlement,  because  no  doubt  there  are  such  cases. 

“But  simply  on  the  basis  of  a bad  result,  you  can't 
draw  a conclusion  that  there  was  malpractice.  And  yet 
that  is  the  conclusion  that  is  being  drawn. 

“One  good  example  is  the  tavern  law,  the  dram 
law.  In  California  there  was  a settlement  of,  I think, 
$1.5  million  because  a person  had  an  accident  after 
leaving  a tavern.  It  was  stated  in  the  decision  that  the 
tavern  owner  had  served  that  person  too  many  drinks. 

“It's  an  example  that  it's  not  just  us  in  medicine  — 
that's  just  one  example  of  the  problem. 


All  Of  A Sudden  It  Hit  The  Fan 

“When  I became  President-elect  of  the  Medical  Asso- 
ciation, everything  looked  rosy,  as  far  as  we  thought. 
We  had  a good  arrangement  with  our  malpractice  car- 
rier, Employers  Mutual  of  Wausau.  They  had  been 
very  cooperative.  Then,  for  a number  of  reasons,  they 
decided  rather  abruptly  to  get  out  of  the  business. 
One  of  the  biggest  reasons  apparently  was  the  New 
York  situation  where  they  had  lost  a great  deal  of 
money  in  the  malpractice  coverage  they  had  provided 
in  the  state  for  25  or  30  years. 

“They  also  had  some  problems  as  far  as  product 
liability  was  concerned. 

“The  first  rumblings  came  when  I first  came  in  as 
President.  We  had  a meeting  with  Employers  Mutual  in 
Birmingham  and  they  informed  us  they  were  going  to 
have  to  get  out  of  the  business  entirely,  and  that  in- 
cluded Alabama,  and  that  they  were  going  to  do  this 
on  just  a few  months  notice.  We  had  some  rather 
hard-nosed  negotiations  and  we  asked  for  an  additional 
year  to  get  an  alternative. 


“I  will  always  feel  very  kindly  toward  Employers 
Mutual  because  they  did  grant  us  this  year  and  gave 
us  time. 

“We  then  searched  the  market  by  contacting  every 
insurance  company  that  had  any  possibility  of  covering 
us  and  asked  that  they  cover  our  physicians.  (In  all, 
60  insurance  companies  were  contacted  by  letter,  or 
by  personal  visit.  No  takers.)  We  did  not  receive  any 
favorable  reply  from  any  insurance  company. 

“Some  we  called,  some  we  wrote,  some  we  went  to 
see.  The  next  step  was  then  to  share  our  experience 
with  others  that  had  been  faced  with  similar  situa- 
tions. 

“So  we  met  with  the  state  medical  officials  from  all 
the  other  states.  This  was  done  on  several  occasions  — 
in  Chicago,  in  Hawaii.  We  had  extensive  sessions.  It 
reminded  me  of  very  much  of  an  old-time  testifying 
at  a brush  arbor  meeting  in  this  country  because 
each  person  representing  each  state  would  get  up  and 
tell  what  the  situation  was  in  their  state.  I think  the 
state  that  I identified  with  most,  and  the  one  that 
helped  me  most  to  understand  it,  was  New  Mexico. 

When  The  Second  A-bomb  Rocked  New  Mexico 

“The  President  of  the  New  Mexico  state  association 
told  us  that  they  had  one  of  the  best  malpractice 
experiences  of  any  state  in  the  nation.  They  had  a 
joint  arbitration  panel  with  the  attorneys  there  that 
had  been  written  up  in  the  medical  journals  and  legal 
journals  for  several  years. 

“The  year  prior  to  this,  they  had  received  a 15% 
reduction  in  their  malpractice  insurance  rate  and  a 
commendation  from  the  company  that  had  their  poli- 
cies, for  their  good  record. 

“The  New  Mexico  Association  President  stated  then 
that  this  year  (year  of  the  meeting)  they  would  have 
a substantial  raise  in  their  premium  rates  and  that  this 
was  not  based  on  any  increased  loss  during  this  period 
of  time. 

“He  said  that  their  state  Board  of  Censors  met  to 
decide  what  to  do  about  this.  During  the  meeting, 
they  received  a telegram  from  the  insurance  company 
that  they  were  cancelling  them  effective  that  year  — 
which  only  gave  them  a few  weeks  to  find  another 
carrier,  or  to  self-insure. 

“In  looking  at  this  example,  everyone  has  to  be 
aware  of  being  insured  by  someone  else  because  they 
can  pull  the  rug  out  from  under  you  without  any 
notice,  just  as  they  did  in  New  Mexico.  If  you  will 
study  New  Mexico's  record  over  the  past  20  years  you 
will  discover  that  this  is  the  model  state  in  the  na- 
tion. 

“If  you  look  at  the  situation  and  realize  what  small 
numbers  that  state  has  — I believe  in  the  neighbor- 
hood of  1,000  physicians  — you  will  realize  that  their 
situation  was  even  more  critical  than  ours  because  in 
the  crash  course  we  were  taking  in  trying  to  study 
the  feasibility  of  setting  up  a company,  we  realized 
that  all  the  advice  we  got  was  that  you  needed  close 
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to  3,000  members  if  you  really  want  to  have  a good 
solid  base  and  a good  statistical  risk  to  average  from. 

"Of  course,  New  Mexico  did  not  have  that.  In  our 
state  we  certainly  did  have  a bare  minimum.  I think 
we  need  to  have  a good  sound  number." 

Question:  Where  did  you  get  the  number  3,000? 

"3,000  was  told  to  us  by  actuarial  studies  that  we 
received  at  these  meetings  we  went  to.  We  inter- 
changed ideas  with  every  state.  Of  course  we  con- 
sidered at  that  time  the  possibility  of  several  states 
going  together  to  form  a company.  New  Mexico,  Geor- 
gia. We  talked  with  New  Mexico;  we  talked  with 
Georgia;  and  we  looked  into  the  feasibility  of  having  a 
five-or-six  state  coalition  to  form  a company. 

"The  biggest  drawback  we  found  to  that  was  the 
insurance  laws  vary  so  much  from  state  to  state  that 
we  would  encounter  many  technical  problems  in  trying 
to  unify  a company  across  the  state  lines. 

"We  found  that  in  some  areas  — for  instance,  Cali- 
fornia — there  were  several  doctor-owned  companies 
that  were  set  up,  some  that  were  even  competing  with 
each  other  for  the  same  policy  holder  and  some  at 
higher  rates  than  others. 

"A  person  has  to  realize  that  the  easiest  way  we 
could  have  gone  into  this  company  would  have  been 
to  offer  a doctor  a limit  of  $100,000  liability. 

"If  we  had  done  that,  we  would  not  have  had  to 
raise  nearly  as  much  capital,  we  would  not  have  had 
to  pay  nearly  as  much  interest  on  the  borrowed  capi- 
tal that  we  were  paying  on  now,  and  we  could  have 
offered  $100,00  at  a very  low  and  competitive  rate. 


First  To  Offer  $1,000,000 

"We  are,  to  my  knowledge,  the  only  state,  doctor- 
owned  organization  that  has  ever  started  by  offering  a 
million  dollars.  The  other  companies  that  have  tried  to 
go  above  that  $100,000  have  done  this  through  the 
very  expensive  route  of  co-insurance. 

"We  met  for  a number  of  days  in  Chicago  with  a 
number  of  people  from  different  states  discussing  the 
feasibility  of  self-insurance. 

"We  then  thought  it  would  be  more  practical  for  us 
to  pay  a percentage  to  an  established  insurance  com- 
pany to  operate  our  company.  There  are  a number  of 
drawbacks  to  this.  But  I was  initially  for  this  at  the 
time. 

"In  retrospect  I realize  that  would  not  have  been  as 
wise  because  we  would  have  been  dependent  on  some- 
one else.  Now  we  can  monitor  our  own  system,  we 
can  try  to  control  our  own  losses  and  whatever  profits 
there  are  will  ultimately  be  ours  as  members  of  this 
Mutual  company  rather  than  the  benefits  going  to  an 
outside  insurance  company..." 

The  officers  who  went  to  Chicago  were  the  presi- 
dent, the  president-elect,  chairman  of  the  Board  of 
Censors,  and  A.  Derrill  Crowe,  M.D. 

"To  give  you  some  idea  of  what  that  would  mean. 


™ 

m 

the  best  offer  we  had  was  about  12%  of  the  premium 
dollar  would  go  for  administering  the  company.  The 
company  is  now  being  operated  at  less  than  5%, 
which  indicates  that  the  7%  difference  is  being  saved 
by  us  and  this  can  mean  one  of  two  things; 

"It  can  mean  either  a reduced  premium,  or  an  in- 
creased limit  of  liability,  or  a combination  of  both, 
and  that's  not  the  only  profit  of  self-ownership. 

"Now  some  people  may  say,  why  can  another  com- 
pany offer  us  insurance  cheaper  than  we  do? 

"Well,  in  order  to  start  this  company,  we  had  to 
do  one  of  three  things.  No.  1,  we  could  offer  a very 
small  limit  of  liability  with  a small  amount  of  front- 
end  capital.  Or,  we  could  put  in  a substantial  amount 
of  money  to  start  the  company  and  by  that  I 
mean  each  one  of  us  could  have  put  up,  let's  say, 
$20,000,  and  we  could  have  had  lower  premiums.  Or 
we  could  borrow  the  money  for  a good  limit  of  liabil- 
ity, which  is  a million  dollars,  and  we  would  have  had 
to  pay  interest  on  that  money. 

"Everyone  should  realize  that  a fair  part  of  the 
premium  they  are  paying  to  Mutual  Assurance  now  is 
for  the  interest  on  the  money  that  we  borrowed  in 
order  to  offer  them  good  protection.  Ultimately,  as 
soon  as  the  loan  is  reduced,  I see  no  reason  the 
premium  cannot  be  reduced,  provided  we  have  a good 
loss  experience  rate,  which  I certainly  hope  we  will 
have. 

PLEASE  TURN  PAGE 
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Question:  What  would  be  the  danger  of  a physician 

who  doesn't  know  this  history,  being  seduced  by  a 
commercial  carrier  coming  back  into  the  state? 

“\  think  there  are  several  things  to  be  considered  in 
looking  at  commercial  carriers  that  may  come  back 
into  the  state. 

"First  of  all,  let's  compare  that  to  a physician  who 
says  that  I will  only  see  patients  between  10  a.m.  and 
noon  and  2 p.m.  and  4 p.m.  I will  not  take  night 
calls.  I will  not  take  any  telephone  calls.  All  I want  is 
the  very  cream  of  the  crop.  I just  want  to  work  these 
selected  hours.  I don't  want  any  work  on  Wednesday. 

I don't  want  any  work  on  Saturdays.  I don't  want 
any  work  on  Sundays.  And  I don't  want  to  work  in 

the  summer  time. 

"When  you  consider  this  doctor  who  is  working 

these  ideal  hours,  not  taking  telephone  calls,  not  mak- 
ing night  calls,  then  you  can  compare  that  to  an  in- 

surance company  that  simply  says  they  want  to  write 
only  the  best  risk  doctors. 

"I  don't  mean  the  doctors  that  are  not  guilty  of 
malpractice  but  those  that  are  in  family  practice,  in- 
ternal medicine,  rather  than  those  in  obstetrics,  sur- 
gery, orthopedics  — this  sort  of  thing. 

"So  I think  that  if  you  look  at  the  commercial 

companies  that  will  write  any  good  risk  physician  re- 
gardless of  the  type  practice  he  has. 

"The  second  thing  to  be  considered  is  that  even  if 
they  do  write  all  classes  of  physicians,  remember  New 
Mexico's  example  — that  regardless  of  how  well  you 
perform  in  your  medical  practice,  in  your  setting,  that 
any  commercial  carrier  can  cancel  you  at  any  time. 

"And  it  doesn't  have  to  be  what  happens  in  your 
area.  It  can  be  like  our  own  story,  that  what  hap- 
pened in  New  York  caused  Wausau  to  leave  the  mar- 
ket in  Alabama. 

"In  the  1970s  the  malpractice  crisis  hit.  In  the  year 
between  when  I became  President-elect  and  President, 
it  went  from  lovely  to  unlovely." 

Question:  Here  in  1978,  then,  the  situation  is  such 
that  commercial  carriers  can  get  back  in  and  make  a 
fast  buck?  Is  that  the  situation? 

"Many  of  the  insurance  carriers  got  out  of  the  busi- 
ness because  it  was  difficult  for  them  to  project  what 
would  happen  three  to  five  years  in  the  future.  None 
of  them  offered  us  any  insurance.  I think  now  some 
of  the  carriers  think  they  acted  in  haste  and  maybe 
they  should  come  back  and  skim  the  cream  off  some 
of  our  easier  dollars.  Categories  1 and  2. 

"I  think  the  only  way  our  insurance  company  could 


have  any  problem  is  for  us  to  monitor  it  very  poorly; 
or  that  physicians  would  be  tempted  to  go  to  a com- 
mercial carrier  that  is  not  doctor-owned,  that  is  not 
doctor-controlled,  simply  because  he  could  save  a few 
dollars  in  premiums. 

"And,  remember,  the  reason  commercial  carriers  can 
do  that  is  that  we  are  paying  interest  on  the  money 
to  capitalize  this  company.  They  are  not.  They've  al- 
ready made  their  dollars,  they  already  have  their  capi- 
tal reserves,  so  they  don't  have  to  figure  the  interest 
in  their  premium.  We  do. 

"So  if  you  want  to  be  short-sighted  and  realize  that 
two  or  three  years  down  the  road,  or  even  several 
months  down  the  road,  they  could  cancel  you,  then 
the  thing  to  do,  of  course,  is  to  go  the  cheaper  route. 

"But  if  that  happens,  and  you  let  your  own  com- 
pany down,  then  you  have  lost  what  we  worked  so 
hard  to  build  up  — and  that  is  a good  sound  com- 
pany that  is  well  operated. 

"We  should,  in  the  future  — if  things  go  well,  with 
this  company,  if  we  monitor  it  well,  if  the  physicians 
cooperate  in  every  way  — we  should  be  looking  at 
reduced  premiums  somewhere  down  the  line." 

"But  we  have  to  maintain  adequate  capital  reserves 
in  the  early  stages  of  this  company.  The  worst  thing 
we  could  do  at  this  time  would  be  to  reduce  pre- 
miums and  make  the  company  unsound  and  unsafe. 

"I  think  that  if  you  look  at  a 10-year  period  or 
even  a much  shorter  period,  the  Alabama  physician 
would  come  out  better  with  Mutual  Assurance. 

"I  think  if  you  look  at  a two-or-three  year  period, 
and  to  heck  with  the  future  attitude,  why  you  might 
come  out  better  with  a commercial  carrier  rather  than 
our  company. 

"One  of  the  hardest  things  to  get  physicians  to  do 
is  to  get  them  to  read  something,  to  study  it,  and  to 
understand  it. 

"A  physician  is  plagued  with  overwork.  Most  of  ‘ 

them  have  very  little  time  for  reading.  How  do  you  i 

get  them  to  understand  that  this  is  very  sound,  that  I 
there  have  been  thousands  and  thousands  of  man  ^ 

hours  figuring  out  exactly  what's  best  to  help  HIM, 
the  individual  doctor  in  practice.  j 

"But  most  of  the  time  they  don't  take  time  to 

read  this,  they  don't  take  time  to  understand  it. 

"And  I can  understand  that.  There  are  thousands  of 
pieces  of  mail  that  come  across  our  desks  every 
month.  There  are  many  articles,  many  are  marked 
'Personal,'  many  are  marked  'Important,'  so  what  IS 
important: 

"THIS  IS  IMPORTANT  - THE  SURVIVAL  OF  IN-  1 
DEPENDENT  MEDICINE."  □ 
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“THE  PH^ICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST! 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to  ■ 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know  : 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 


’FATIEST CARE  Magaztm  — Outlook  1977.  "Face-Off:  Cost  Cmtawment  vs.  Chaos!" January  1.  1977 

Lyle  CB.  et  al.  ""Practice  habits  in  a group  of  eight  internists!'. ‘\.\’PJALS  OF  INTERNAL  MEDICINE  84  (May  1976).  594-601. 

Schroeder  S.4 , et  al  "Use  of  laboralon  tests  and  pharmaceuticals:  vanatum  amtmg  physicians  and  effect  of  cost  audit  on  subsequent  use!’  JOURNAL  OF  THE 
AMERICAN  MEDICAL  .ASSOCL'\tlON  225  (A  ug.  20.  1973).  969  73. 


Blue  Cross 
Blue  Shield 

ot  Alabama 


9 Regisi«red  S^^^vicc  M«rhs  o<  0iu«  CfOM  Association 
^Re^istsred  Serv<«  Msrhs  oi  the  Biu«  S^l•ld  Association 


J^UXILIARY 


Mrs.  Aubrey  E.  Terry 
President,  AMASA 


The  Choice  Is  Ours 


More  than  40  years  ago  a certain 
man  was  rising  rapidly  from  relative 
obscurity  to  become  a well  known 
world  figure.  He  was  to  dictate, 
dominate  and  direct  an  onslaught 
of  military  power  like  never  seen 
before.  Most  of  his  subsequent  con- 
quests were  rapid,  overwhelming, 
often  destructive;  and  if  he  had 
not  made  an  occasional  blunder  or 
been  the  recipient  of  some  bad 
luck,  many  people  still  feel  he 
might  have  conquered  the  world. 

Even  though  he  did  not  quite 
reach  his  goal,  the  consequences  of 
his  exploits,  and  of  those  who  later 
joined  his  cause  were  not  all  just 
immediate  or  short  term.  Many 
scars  resulting  from  that  era  still 
remain  with  us  today. 

I do  not  fully  understand  how 
this  man  rose  to  power.  But  I can 
know  that  at  some  point  in  time 
his  position  of  leadership  became 
so  powerful  and  unquestioned  that 
near  blind  allegiance  to  his  cause 
was  demanded  and  received.  He 
had  his  people  well  versed,  his 
armies  organized  for  rapid  move- 
ment and  it  is  certainly  understand- 
able that  time  measured  in  minutes, 
hours  and  days  became  of  the  es- 
sence for  those  who  would  oppose 
so  strong  a force. 


In  order  to  meet  the  challenge 
at  hand,  rapid  training  and  mobili- 
zation of  the  best  this  country  had 
to  offer  was  a must.  Mass  produc- 
tion almost  suddenly  became  a ne- 
cessity with  little  time  left  for  con- 
sideration of  cost.  Large  scale  gov- 
ernmental entrance  into  the  field  of 
finance  and  productivity  was  de- 
manded. The  idea  of  "cost  plus” 
was  to  nearly  remove  the  idea  of 
"cost  containment;”  and  soon  this 
way  of  doing  a major  portion  of 
our  business  was  well  accepted  by 
a majority  of  our  citizens,  and  es- 
pecially by  our  elected  national 
leaders.  In  fact,  this  method  of 
spending  worked  so  smoothly  that 
after  World  War  II  little  effective 
effort  for  returning  to  pre-war  ways 
of  finance  could  be  mustered. 

So  with  more  government  spend- 
ing came  more  and  more  govern- 
ment control,  likely  helping  to 
foster  the  idea  of  limiting  indi- 
vidual responsibility.  In  time  pos- 
sibly less  personal  fiscal  restraint 
may  have  helped  to  promote  the 
idea  of  less  restraint  in  other  more 
important  areas  of  our  lives. 

As  opposed  to  some  other  coun- 
tries, in  our  past  we  have  been 
blessed  that  no  one  person  has 
ruled  this  nation.  Most  of  our  lead- 


ers have  been  and  will  likely  re- 
main susceptible  to  considerable 
public  preference;  yet  we  are  aware 
of  the  inherent  limitations  of 
strength  that  can  be  projected  by 
one  individual.  We  also  know  one 
must  first  become  available  for  per- 
sonal participation  before  entering 
into  an  appropriate  organized  ef- 
fort; and  today  this  effort  is 
needed  as  much  as  anytime  in  our 
past. 

Each  year  we  have  opportunities 
to  show  our  interest  in  making  an 
attempt  for  improvement  of  our 
homes,  communities  and  state.  Now 
we  can  encourage  MASA  members 
to  visit  with  Alabama's  congres- 
sional delegation  in  Washington, 
D.C.,  and  join  our  spouse  on  Feb. 
4-5,  1979,  for  this  special  occasion. 

This  is  an  example  of  one  good 
choice  we  can  make  so  that  ideas 
can  be  conveyed  concerning  health 
related  issues;  and  an  interest  in 
better  functioning  processes  of  gov- 
ernment can  be  shown. 


Pres. -Elect — Mrs.  Eugene  H.  Bradley;  First  Vice-Pres. — Mrs.  Rufus  Lee;  District  Vice-Pres.  NW — Mrs.  Ralph  Braund;  NE — Mrs.  Fred  C. 
Ballard;  SW— Mrs.  Leland  Edmonds;  SE— Mrs.  Lamar  Miller;  Rec.  Sec.— Mrs.  Charles  Flowell;  Treas.— Mrs.  J.  E.  Dunn,  Jr. 
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POSITIONS  AVAILABLE 


POSITIONS  AVAILABLE 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Coipoiation,  P.  O.  Box  .I486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7545,  evening  hours  553-2198. 


family  PH YSI C 1 ANS— Two  (2)  General  Surgeon  one  (1)  erther  or 
two  offices  in  Mobile.  Flexible  arrangements  in  a very  small  group. 
G.  I Spafford,  P.O.  Box  160272,  Mobile,  AL  36616. 

ALABAMA:  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  Emergency  Depart- 
ment, Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639,  Manna  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 


FP’s,  Ala.  & Missouri,  $40,000  guarantee,  moving,  free  rent, 
other:  C.V.  to  Dr.  R.  E.  Wiltsie,  P.O.  Box  57026,  Birming- 

ham, Ala.  35209. 


CLINICAL  PHYSICIAN:  The  Mobile  County  Health  Depart- 

ment (Alabama)  is  seeking  applicants  for  the  position  of  Clini- 
cal Physician.  Mobile  County  is  a rapidly  growing  county  lo- 
cated on  the  Gulf  of  Mexico  with  a population  of  over 
300,000  persons.  The  Health  Department  is  located  in  the 
City  of  Mobile  (Population  200,000)  and  provides  a full  range 
of  services.  Applicant  must  be  an  M.D.  and  qualified  to  be 
licensed  in  the  State  of  Alabama.  Starting  salary  $29,340,  eli- 
gible in  six  (6)  months  for  a merit  increase,  and  annual  in- 
creases thereafter.  Maximum  $39,312.  Excellent  fringe  benefits. 
Submit  Curriculum  Vitae  to:  Mr.  B.  V.  Miller,  Personnel  Di- 

rector, Mobile  County  Health  Department,  P.  O.  Box  2867, 
Mobile,  Alabama  36601.  An  Equal  Opportunity/Affirmative  Ac- 
tion Employer. 


PHYSICIANS 

Opportunities  in  the 
Southeast 

AMI,  The  International  Health  Care 
Services  Company,  has  practice 
opportunities  for  physicians  in  expanding 
hospitals  in  rural  and  metropolitan  areas 
for  physicians  in  the  following  areas  of 
specialization: 

• Orthopedic  Surgeons 

• General  Surgeons 

• Internists 

• Family  Practitioners 

We  offer  guaranteed  income  and  rent  free 
office  space  for  a specified  time  to  assist  in 
developing  your  practice  plus  moving 
expenses.  Write,  enclosing  your  resume  or 
CV  to  the  address  below,  or  call  (404) 
955-1080. 

Barbara  Adelstein 
American  Medical  International 

6400  Powers  Ferry  Road 
Atlanta.  Georgia  30339 


PUBLIC  HEALTH  PEDIATRICIAN:  The  Mobile  County  Health  'j 
Department  (Alabama)  is  seeking  applicants  for  the  position  of 
Public  Health  Pediatrician.  Mobile  County  is  a rapidly  growing 
county  located  on  the  Gulf  of  Mexico  with  a population  of 
over  300,000  persons.  The  Health  Department  is  located  in 
the  City  of  Mobile  (Population  200,000)  and  provides  a full 
range  of  services.  Applicant  must  be  an  M.D.,  qualified  to  be 
licensed  in  the  State  of  Alabama  and  be  Board  eligible  or 
Board  Certified  in  Pediatrics.  Arrangements  may  be  made  to 
pursue  M.P.H.  Degree  at  the  expense  of  Agency.  Starting  sal- 
ary $32,352  eligible  in  six  (6)  months  for  a merit  increase, 
and  annual  increases  thereafter.  Maximum  $43,344.  Excellent 
fringe  benefits.  Submit  Curriculum  Vitae  to:  Mr.  B.  V.  Miller, 
Personnel  Director,  Mobile  County  Health  Department,  P.  O.  I 
Box  2867,  Mobile,  Alabama  36601.  An  Equal  Opportunity/Af- 
firmative  Action  Employer.  ' 


MEDICAL  CAREER  SERVICES,  INC.— Family  Practitioner 
needed  immediately  in  Marion,  Alabama.  Lucrative  practice  op-  j 
portunity  and  rewarding  personal  situation  available.  Beautiful,  i 
progressive  community  approximately  one  hour  from  Birming- 
ham and  Montgomery.  Please  call  collect  J.  Woodby  at  (213) 
996-6233. 


USE  THIS  SPACE  TO 
ADVERTISE  PHYSICIAN 
OPPORTUNITIES,  SITUATIONS 
WANTED,  PRACTICES,  OFFICES, 
REAL  ESTATE  FOR  SALE 
OR  LEASE,  OFFICE  EQUIPMENT, 
ETC. 

USE  THE  FORM  ON  PAGE  30 
AND  MAIL  PRIOR  TO  CLOSING 
DATE  (1st  of  month  prior  to 
publication).  RATES:  EACH 
INSERTION,  $7.50-30  WORDS  OR 
LESS,  $.20  EACH  ADDITIONAL 
WORD.  DISPLAY  RATES 
$10  PER  COLUMN  INCH.  BOX 
NUMBER  CHARGE,  $2.00 
EACH  MONTH. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSw 

Each  tablet  contains  160  nng  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
elinninate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganir  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinil  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E,  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b i d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1'/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinu  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ X Nutley,  New  Jersey  071 10 

Please  see  back  cover. 
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Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 

Please  see  reverse  side  for  summary  of  product  information. 


I Her  next  attack  of  cystitis  may  require 

the  Bactrim 

3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhariced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen-  j 
trations,  thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introita 
colonization  by  fecal  uropathogens.  It  has  no  signifi-  j 
cant  effect  on  other  normal,  necessary  intestinal  flora. 


of  the  Medical  Assocbtbn  Abboma 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- tO' risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


UBRUM^ 


chlordiazepoxide  HCI/Roche 

THE  ANXIETVSPEaFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extra  pyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs* 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


contains  no  aspirin 


tablets 


Darvocet-N  KX>  cv 


' 
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lOO  mg.  Darvon-N'  (propoxyphene  nopsylote) 

650  mg.  acetaminophen 


Additional  information  available 
to  the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Ell  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 


^eCo- 


(Pd 

\ \ ' Each  gram 

contains  Aerosporin" 
(Polymyxin  B Sulfate)  5.000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs.  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa,  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis), traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection  Prophylactically.  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching:  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
lor  that  patient  thereafter. 

PRECAUTIONS:  /te  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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The  objective  of  pediatrics,  to  which  this  special  issue  of 
tlic  Journal  is  devoted,  is  the  healthy  child,  symbolized  by 
this  little  girl  running  across  a field  in  summer. 
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Looking  To  April 

One  of  the  great  attractions  of  life  here  in  the  heart  of  the 
Sun  Belt  is  that  February  carries  with  it  the  promise  of 
spring.  We  can  almost  paraphrase  the  British  poet  and  ask: 

If  February  comes,  can  April  be  far  behind? 

April  means  annual  session  and  the  annual  session  this 
year  means  Birmingham,  where  the  stage  is  being  set  for  a 
meeting  to  remember.  Here  in  the  Montgomery  central 
office  we  have  been  planning  for  it  since  shortly  after  last 
year's  meeting  in  Huntsville. 

And,  just  as  surely,  we  will  begin  making  plans  for 
Montgomery  1980  after  we  fold  the  tents  on  Birmingham. 

In  my  job,  I may  see  the  Association  from  a slightly 
different  perspective  from  that  of  most  physicians,  or  even 
our  elected  officers.  It  is  not  necessarily  a clearer  perspec- 
tive, but  it  is  different— a kind  of  fish  eye  view  of  the 
Alabama  physician  and  his  organization.  One  observation, 
for  what  it's  worth,  follows. 

MASA  was  wisely  designed  as  a continuum,  flowing  easily 
from  one  group  of  leaders  to  another.  For  example,  when  a 
new  President  takes  office  in  April,  there  is  no  interruption 
between  one  term  and  the  next. 

This  is  provided  for  in  the  structure  whereby  the 
President-elect  serves  a year  before  his  term  as  President, 
then  serves  another  year  after  it.  There  is  no  break  in  the 
chain,  no  "interregnum",  to  characterize  the  awkward, 
wasteful  period  between  Administrations  in  Washington. 

The  staff  is  an  important  asset,  I think,  to  this  easy 
transistion  from  one  President  to  another  and  from  one 
Board  of  Censors  to  one  with  new  members. 

In  this  connection,  it  is  remarkable  to  me  that  a small 
town  general  practitioner,  say,  is  just  as  comfortable  in  the 
President's  chair  or  on  the  Board  of  Censors  as  a metropoli- 
tan surgeon,  or  the  other  way  around. 

I suppose  it's  because  physicians  have  had  to  be 
adaptable  to  survive  in  a rigorous  profession.  Whatever 
quality  it  is,  it  impresses  outsiders  and  laymen  in  general.  It 
could  be,  as  someone  said  in  remarking  on  the  phenome- 
non, that  most  doctors  are  simply  natural  leaders. 

To  see  this  selection  process  at  work  is  only  one  more 
reason  to  plan  to  go  to  Birmingham  in  April. 


S.  Lon  Conner 
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fhe  Great  Laxative  Escap 


,*^oc!y1  sodium 

Colace  means  escape—from  laxative  stlm&lttidn^ 
from  laxative  harshness^  fft>m  laxative  habit/ 

^ ^ Colace  gentipitelea  soften  stools  for  easy^eiiN^ 

' unstrained  elimination.  It's  the  grfiitfraMtiNas 
escape,  from  infancy  to  old  age.  ^^ilable  in  100 
and  50  mg.  capsules.  Syrup  or  ifqii^. 


/;  197b  Mead  Johnson  & Compahy 
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This  aslhmalic 

Isn’t  worried  ahout  his  next  breath... 


he's  adlve 
he’s  elfeclively 
mainlahied  en 


conrolos  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiocolote  (guoifeoesm) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions:  For  the  symptomatic  relief  of  bronchospostic 
conditions  such  os  bronchiol  osthmo,  chronic  bronchitis, 
and  pulmonary  emphysemo 

Wornings:  Do  not  adminisrer  more  frequenriy  than  every 
6 hours,  or  wirhin  12  hours  ofter  reaol  dose  of  any  prepara- 
tion containing  theophylline  or  aminophylline  Do  not 
give  other  compounds  containing  xonthine  derivotives 
concurrently 

Precoutions:  Use  with  coution  in  potients  with  cordioc 
diseose  hepotic  or  renal  impoirment.  Concurrent  odminis- 
rrotion  with  cerroin  ontibiotics,  i e clindomycin.  erythro- 
mycin rroleondomycin  moy  result  in  higher  serum  levels 
of  theophylline  Plosmo  prothrombin  ond  focror  V moy 
increose  bur  ony  clinicol  effect  is  likely  to  be  small.  Metab- 
olites of  guoifenesin  moy  contribute  to  Increosed  urinory 
5-hydroxyindoleocetic  ocid  readings,  when  determined 
with  nirrosonophrhol  reagent  Sofe  use  in  pregnoncy  hos 
not  been  estoblished  Use  in  cose  of  pregnancy  only  when 
cleorly  needed 

Adverse  Reoaions:  Theophylline  moy  exert  some  srimu- 
loring  effea  on  rhe  centrol  nervous  system  Its  odminisrro- 
rion  moy  couse  local  irrirorion  of  the  gastric  mucoso  with 
possible  gostric  discomfort,  nouseo  ond  vomiting  The 
frequency  of  odverse  reactions  is  reloted  to  rhe  serum 
theophylline  level  ond  is  not  usuolly  o problem  ot  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Capsules  in  bottles  of  100  ond  1000  and 
unir-dose  pocks  of  100  Liquid  in  bottles  of  1 pint  and  1 
gollon 

See  package  inserf  far  complete  prescribing  informatian. 
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PRESIDENT'S  MESSAGE 


Piit  April  19-21, 1979, 

C)ii  Your  Calendtir 

Hiliary  H.  Henderson,  Jr.,  M.D. 

President 


The  118th  annual  session  of  the  Medical  Association  of  the  State  of  Alabama  at  Birmingham's  Hyatt 
April  19-21  figures  to  be  one  of  the  best  ever. 

Your  officers  and  the  Montgomery  staff  have  been  putting  it  together  since  shortly  after  last  year's  meeting 
in  Huntsville.  It  takes  the  better  part  of  a year  to  work  out  all  the  details  of  a meeting  designed  to  appeal  to 
the  hundreds  of  Alabama  physicians  who  will  attend. 

We  will  be  honored  this  year  to  have  AMA  President  Tom  Nesbitt,  M.D.,  of  Nashville,  with  us.  Since  there  is 
no  way  the  AMA  President  can  attend  all  the  state  medical  association  meetings,  or  even  most  of  them  his 
presence  is  an  expression  of  the  national  organization's  interest  in  Alabama. 

The  Thursday  night  reception  at  The  Club,  the  legendary  and  fashionable  club  overlooking  Jones  Valley, 
should  be  a memorable  occasion,  and  certainly  if  you  have  never  visited  The  Club. 

Friday's  scientific  sessions  will  be  somewhat  different  this  year,  and  should  be  doubly  interesting.  Instead  of 
breaking  up  the  sessions  into  specialty  problems,  this  year  we  will  focus  on  the  major  medical  problems  and 
priorities  of  Alabama,  as  identified  by  the  Alabama  Department  of  Public  Health.  From  an  overview  in  the 
general  session,  these  problems  will  then  be  divided  into  four  major  components,  with  various  specialties 
presenting  their  views  on  each  of  them:  Maternal  and  Child  Care;  Accidents;  Pulmonary  Diseases;  Cancer. 

I think  you  will  find  the  seminars  stimulating  and  rewarding.  They  also  provide  you  6 hours  of  Category  I 
CME  credit.  (Remember,  CME  becomes  mandatory  in  July  of  this  year.) 

Friday  night's  award  dinner,  always  a highlight  of  the  annual  sessions,  will  offer  two  big  extras  this  year:  a 
repeat  of  last  year's  highly  regarded  "This  is  Your  Life"  slide  presentation  honoring  our  50-year  doctors;  and 
outstanding  entertainment  by  the  internationally  renowned  Auburn  University  choral  group. 

We  engaged  the  42-member  Auburn  group  months  ago  for  this  occasion.  This  group  comes  highly 
recommended,  having  won  acclaim  even  in  the  Soviet  Union  for  their  beautiful  renditions  of  traditional  and 
modern  selections. 

Saturday  morning,  of  course,  is  the  business  session  where  all  the  matters  placed  before  the  College  of 
Counsellors  and  the  House  of  Delegates  will  be  transacted. 

I hope  to  see  you  in  Birmingham  April  19-21. 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Specialist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Adams 
Beltone  Hearing  Aid  Service 
315A  South  Sage  Avenue 
Mobile,  Alabama  36606 
205-479-9409 


K.  Louis  Azar 

Beltone  Hearing  Aid  Sen/ice 
302  Clinton  Avenue,  East 
Huntsville,  Alabama  35801 
205-533-3434 


M.  Guillot,  Jr.  & J.  Perkins 
Beltone  Hearing  Aid  Service 
1201  E.  South  Blvd. 
Montgomery,  Alabama  36116 
205-281-5070 


Ronald  D.  Lenox 
Beltone  Hearing  Aid  Center 
1810  Montgomery  Hwy.  Suite  17 
Dothan,  Alabama  36303 
205-794-3432  205-794-2233 


John  T.  McGaha 
Beltone  Hearing  Aid  Service 
2425  N.  Broad  Street 
Selma,  Alabama  36701 
205-875-7911 


Chester  H.  Partin 
Beltone  Hearing  Aid  Service 
504  Woodward  Avenue 
Muscle  Shoals,  Alabama  35601 
205-381-4110 

Beltone  Hearing  Aid  Service 
1311  6th  Avenue,  S.E. 

Decatur,  Alabama  35601 
205-350-2474 


A.  L.  Pattillo,  Jr. 

Beltone  Hearing  Aid  Center 
825  22nd  Street,  So. 
Birmingham,  Alabama  35205 
205-323-4271 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


EDITORIAL 


What  Is  Important? 


iThe  Mutual  Assurance  Society  of  Alabama  was  formed,  as  you  know,  to  meet  a crisis— the  insurance 
crisis  that  resulted  when  commercial  carriers  withdrew  from  the  malpractice  market,  or  stopped 
writing  new  policies.  Although  some  carriers  now  seem  to  think  they  may  have  acted  in  haste  and  even 
panic,  the  physician-owned  insurance  company  is  the  wave  of  the  future.  Many  medical  associations 
have  decided  that  the  ill  wind  blew  at  least  this  good— waking  up  doctors  to  the  fact  that  they  could 
contain  their  losses  by  insuring  themselves,  and  ultimately  reap  the  benefits. 

^ Having  weathered  that  storm.  Mutual  Assurance  is  now  a permanent  institution.  It  will  grow  with 
^ us,  linked  to  our  fortunes  and  working  in  complete  harmony  with  the  Medical  Association  that  created 
[ it  out  of  necessity  and  continues  to  support  it  with  pride  in  its  demonstrable  solvency,  nationally 
i recognized  good  management,  and  unquestioned  efficiency. 

i Mutual  Assurance  was  there  when  we  needed  it,  when  the  alternative  to  it  was  going  bare.  It  is  still 
I there.  It  will  be  there  when  we  need  it  in  the  years  ahead:  not  only  to  provide  the  coverage  we  must 
I have  but  in  using  its  good  offices  to  spread  the  word  on  risk  management,  working  for  tort  reform, 
and  in  the  many  other  ways  it  can  contribute  to  professionalism.  Summarizing  all  the  work  that  went 
into  the  formation  of  the  company  and  looking  at  what  it  will  mean  in  the  future.  Dr.  Bill  Wright,  who 
i worked  long  and  hard  founding  Mutual  Assurance,  commented  in  the  interview  with  him  in  the 
^ January  Journal:  “What  is  important?  This  is  important:  the  survival  of  independent  medicine." 

We  agree.  We  hope  you  will  too.  Mutual  Assurance,  forged  in  crisis,  has  become  a great  asset  of 
Alabama  medicine.  It  belongs  to  all  of  you.  You  run  it  through  the  same  democratic  processes  that 
govern  our  Association.  The  profits  that  will  ultimately  be  gained  from  our  loss  experience,  if  it 
continues  as  good  as  it  has  been,  will  be  returned  to  you— not  to  some  distant  corporate  stockholders. 
To  repeat:  it  is  your  company.  We  urge  you  to  take  an  active  interest  in  it  and  join  with  us  in  the 
belief  that  we  now  have  our  own  Gibraltor. 
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A subscription 
to  JAMA,  the 
ieoding 
scientific 
journoi,  is  a 
benefit  of  AMA 
membership 

Each  AMA  member  receives  The 
Journal  of  the  American  Medical  As- 
sociation (JAMA)  and  one  of  nine 
specialty  journals.  These  two  jour- 
nals provide  information  that  will  as- 
sist most  physicians  to  keep  current 
in  their  practice  of  medicine.  They 
are  an  important  source  of  continuing 
medical  education. 

JAMA  IS  a source  of  scientific  in- 
formation, news  of  the  profession,  re- 
views on  books  published,  dates  and 
places  of  meetings  and  other  items  of 
interest  to  the  profession.  The  Ques- 
tion and  Answer  section  of  The  Jour- 
nal provides  to  members  the  opinion 
of  experts  on  difficult  or  unusual 
problems  confronted  in  practice.  The 
Letters  to  the  Editor  section  provides 
a forum  through  which  a member 
may  express  his  opinion  to  the  pro- 
fession at  large. 

Journal  of  the  American  Medical 

Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

For  additional  information  write  to 
William  R.  Barclay,  M.  D.,  Editor,  at 
the  above  address  or  telephone: 
(312)  751-6333. 
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Tenuate*  ® 

(dielhylpropion  hydrochloride  NF| 

Tenuate  Dospan* 

(diethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION;  Tenuate  and  Tenuate  Dospan  are  indicated  In  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result), 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  Impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
caufioned  accordingly  Drug  Depemlerrce  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a welghf 
reduction  program  Abuse  of  amphetamines  anif  related  drugs  may 
be  associateJ  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  Is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  m 
Pregrtancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Childrert  Tenuate  is 
not  recommended  tor  use  in  children  under  12  years  of  age, 
PRECAUTIONS:  Caution  is  to  be  exercised  In  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary, 

ADVERSE  REACTIONS;  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jiF 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances, Allergic  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  comolaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  Increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  dally,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  Is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  Include  rest- 
lessness tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  Is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Rperience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  In  this  regard.  Intravenous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension.  If  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell' 

References  1.  Citations  available  on  request -Medical  Research 
Department  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2.  Hoekenga,  M T . 

0 Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs.  Florence,  Italy.  Jan  20-21, 1977. 
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1^uate-it  makes  sense. 
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For  prescribing  information  see  opposite  page 


Whether  overweight  is  a 
complicating  factor... 
or  just  uncomplicated  overweight. 

Ihnuate  Dospan 

(diethylpropioii  hydrochloride  NF 

75  mg.  controlied-release  tablets 


A useful  short-term  adjunct  ^ | 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has  i;* 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional  . : 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no  C 
disease.  While  this  condition  is  often  termed  uncomplicated  . ' 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight  - : 
loss  program.  ' ^ 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  i&=  ■ 
well  documented.  No  less  than  16  separate  double-blind,  placebo^^ 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’’^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

Tbie  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*Tlie  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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Motrin  4CX)  [TO 

ibuprofeaUpphn 

The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 

Motlin4(X)'mq 

i itupofeaUpphn 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Fteptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
I reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 

’ b^n  established  Motrin  should  be  given  under  close  supervision  to  patients  with  a 

! history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy, 
i F^tients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 

blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*  headache,  nervousness  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%:  *3%  to  9%. 

i Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
L patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 

' Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 

hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System; 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic;  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine;  Gynecomastia, 
hypoglycemia  Cardiovascular;  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  1 1 d.  or  q i d Do 
not  exceed  2400  mg  per  day 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 

NIM-3 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


Upjohn 


The  Upjohn  Company 
Kalamazoo.  Michigan  49001 


up  For  Children 

By  William  D.  Walker,  M.D.* 

^Chairman,  Alabama  Chapter,  American  Academy 
of  Pediatrics 


The  American  Academy  of  Pediatrics  is  an  organization 
of  physicians  certified  in  the  care  of  infants,  children  and 
adolescents.  It  numbers  almost  20,000  members.  The 
majority  of  the  members  come  from  the  United  States,  but 
there  are  members  throughout  North  and  South  America. 

In  an  effort  to  foster  the  welfare  of  those  for  whom  they 
care,  the  physicians  who  are  members  of  the  American 
Academy  of  Pediatrics  are  being  asked  to  participate  in  the 
Academy's  program  of  main  thrust  for  1979.  This  has  been 
designated:  The  American  Academy  Of  Pediatrics  Speaks 
Up  For  The  Children. 

This  program  will  also  be  coordinated  with  the  1980 
celebration  of  the  50th  Anniversery  of  the  founding  of  the 
American  Academy  of  Pediatrics.  Speak  Up  For  Children! 
will  continue  throughout  the  two-year  period  and  into  the 
future. 

The  program  seeks  to  increase  awareness  of  the  full  range 
of  issues  affecting  children.  Speak  Up  For  Children!  will 
focus  most  heavily  on  four  areas  of  action: 

• Accident  Prevention— because  accidents  are  the  greatest 
cause  of  suffering  and  death  among  American  children. 

• Nutrition— because  good  nutrition  started  at  concep- 
tion and  continuing  through  adulthood  is  basic  to  a 
healthy,  productive  life. 

• Immunization— because  children  must  be  protected 
against  supposedly  "conquered"  diseases  still  capable  of 
producing  epidemics. 

• Health  Education— because  effective  health  education 
for  children,  adolescents  and  their  families  can  contribute 
to  happier,  healthier  and  more  productive  lives. 

This  program,  while  being  coordinated  at  the  national 
level,  will  be  implemented  by  each  state  organization.  The 
Alabama  Chapter  of  The  American  Academy  of  Pediatrics 
is  at  work  at  this  time  in  these  areas  making  every  effort  to 
improve  the  length  and  quality  of  life  for  the  children  of 
Alabama. 

The  American  Academy  of  Pediatrics  was  founded  in 
1930  and  has  as  its  goal  "The  attainment  by  all  children  of 
the  Americas  of  their  full  potential  for  physical,  emotional, 
and  social  health."  The  Academy  makes  recommendations 
regarding  the  delivery  of  quality  child  health  care,  conducts 
educational  programs  for  child  health  professionals,  encour- 
ages support  of  basic  and  applied  research,  promotes 
programs  of  public  information  and  child  advocacy. 

As  AAP  President  Edward  B.  Shaw  remarked  more  than 
25  years  ago:  "It  is  significant  that  the  purpose  of  the 
Academy,  unlike  a labor  union,  has  not  been  to  seek 
benefit  for  its  members  but  rather  for  children." 

William  A.  Walker,  M.D. 

Chapter  Chairman 


Amniocentesis  and  Prenatal  Detection  Of  Genetic  Disease 


Sara  Crews  Finley,  M.D.* 


Despite  the  many  advances  in  the 
treatment  of  genetic  disease,  the 
goal  remains  prevention.  Genetic 
diseases  take  a heavy  toll  in  child- 
hood in  both  morbidity  and  mor- 
tality. Approximately  1/3  of  infant 
deaths  are  due  to  genetic  disease. 
The  pediatrician  can  play  an  im- 
portant role  in  prevention  of  ge- 
netic disease  through  counseling  to 
a couple  who  already  has  a child 
or  other  family  member  affected 
with  a heritable  disorder. 

Transabdominal  aminocentesis  for 
prenatal  detection  of  genetic  disease 
at  approximately  16  weeks  gesta- 
tion is  now  accepted  as  safe  and 
accurate,  although  potential  compli- 
cations do  exist.1'2  The  currently 
accepted  indications  for  aminocente- 
sis for  the  prenatal  detection  of 
genetic  disease  are: 

• Maternal  age  of  35  or  above. 

• A previous  child  with  a 
chromosomal  aberration. 

• Parent  a known  carrier  of  a 

translocation  chromosome. 

• A previous  child  with  a detect- 
able biochemical  genetic  disorder. 

• Mother  a carrier  of  a detri- 

mental X-linked  recessive  gene. 

• A family  history  of  an  open 

neural  tube  defect. 

The  reasons  remain  obscure  but 
there  is  a maternal  age  effect  on 
the  incidence  of  Down  syndrome 
and  other  autosomal  trisomies. 
While  the  risk  of  a 20  to  25  year 
old  woman  having  a child  with 
Down  syndrome  is  approximately  1 
in  1500,  the  risk  increases  to  ap- 
proximately 1 in  300  by  age  35, 
and  to  approximately  1 in  16  by 

age  48.  This  age-related  increase  in 
risk  is  considered  to  constitute  an 
indication  for  amniocentesis  if  the 
maternal  age  is  35  or  above.  It 
should  be  stressed,  however,  that  in 


•Professor  of  Pediatrics,  Co-Director 
of  Laboratory  of  Medical  Genetics, 
University  of  Alabama  in  Birming- 
ham. 


the  vast  majority  of  cases,  the  pre- 
natal genetic  studies  will  bring  re- 
assurance rather  than  identification 
of  a chromosomally  abnormal  fetus. 

The  parents  of  a child  with 
trisomy  21  or  other  trisomy  is  con- 
sidered at  some  increase  in  risk  for 
having  another.  Although  the  risk 
for  recurrence  is  probably  of  the 
magnitude  of  1%,  the  amniocentesis 
can  bring  reassurance  during  a sub- 
sequent pregnancy  to  the  parents 
who  already  have  a child  with  a 
trisomy. 

The  translocation  carrier  parent 
may  have  been  identified  because 
of  a previously  affected  family 
member  or  with  cytogenetic  evalua- 
tion seeking  an  etiology  for  spon- 
taneous abortions.  The  balanced 
carrier  parent  who  is  phenotypically 
normal  is  at  high  risk  for  having  a 
child  with  an  unbalanced  chromo- 
somal pattern  and  concomitant 
birth  defects. 

Most  of  the  X-linked  recessive 
disorders  cannot  be  identified  in 
utero  but  since  they  primarily  af- 
fect the  male  fetus,  prenatal  sex 
determination  can  be  valuable  to 
the  female  carrier  of  a gene  such 
as  hemophilia  or  Duchenne's  mus- 
cular dystrophy.  If  a female  fetus 
is  identified,  the  parents  can  be  re- 
assured. If  a male  fetus  is  identi- 
fied, the  couple  may  elect  to  term- 
inate the  pregnancy  because  of  the 
50%  risk  of  the  male's  being  af- 
fected. 

While  most  multifactorial  con- 
genital malformations,  such  as  cleft 
lip,  cleft  palate,  and  club  foot  can- 
not be  detected  antenatally,  it  is 
possible  to  detect  open  neural  tube 
defects  (open  spine  and  anen- 
cephaly)  at  least  16  weeks  gesta- 
tion. The  amniotic  fluid  alpha- 
fetoprotein  (AFP)  level  is  increased 
in  an  open  neural  tube  defect.  This 
study  plus  ultrasound  is  indicated 
for  the  pregnant  woman  who  has 
had  a previous  child  with  a neural 
tube  defect.  There  is  evidence  that 


maternal  serum  AFP  may  be  very 
useful  in  widespread  screening  of 
pregnant  women  for  detection  of 
neural  tube  defects. 3 Presently, 
however,  in  this  country,  no  mass 
routine  serum  AFP  screening  is  in 
progress.  The  risk  for  recurrence  of 
a neural  tube  defect  is  approxi- 
mately 5%  so  that  amniotic  fluid 
AFP  (plus  ultrasound)  should  be 
offered  the  pregnant  woman  who 
has  had  a previously  affected  in- 
fant. There  is  evidence  that  a fami- 
ly history  of  open  spine  in  a niece 
or  nephew  or  sibling  also  increases 
the  risk  for  having  a child  with  a 
similar  problem. 

The  number  of  single  gene  dis- 
orders detectable  in  utero  is  grow- 
ing rapidly.  More  than  80  such  dis- 
eases have  been  diagnosed  prenatal- 
ly  and  techniques  are  presently 
available  for  detecting  a number  of 
others.  The  indication  for  prenatal 
genetic  diagnosis  of  these  biochemi- 
cal disorders  is  based  on  knowledge 
that  the  pregnancy  is  at  high  risk 
for  the  specific  disorder  in  ques- 
tion. Most  of  these  disease  are 
autosomal  recessive,  which  means 
that  if  an  affected  child  is  born, 
both  parents  are  heterozygotes  and 
thus  any  subsequent  offspring  of 
that  couple  is  at  25%  risk.  It  is 
necessary  that  the  affected  offspring 
have  a specific  biochemical  diagno- 
sis so  that  the  appropriate  bio- 
chemical assay  can  be  performed 
on  amniotic  fluid  cells  with  a sub- 
sequent pregnancy. 

A recent  review  lists  the  herit- 
able disorders  which  have  been  de- 
tected in  utero  and  others  for 
which  the  diagnosis  is  possible. ^ 
Examples  of  these  metabolic  dis- 
orders which  have  been  detected  in 
utero  include: 

Fabry's  Disease 
Gaucher's  Disease 

GM-|  Gangliosidosis  (types  1 & 2) 
Tay-Sachs  Disease 
Sandhoff's  Disease 
Krabbe's  Disease 
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Metachromatic  Leukodystrophy 
Hurlter's  Syndrome 
Hurler's  Syndrome 
Maple-Syrup  Urine  Disease 
Methylmalonic  Aciduria 
Glycogen  Storage  Disease  (II  & IV) 
Congenital  Nephrosis 
Lesch-Nyhan  Syndrome 

Ultrasound  has  been  shown  to  be 
very  useful  in  prenatal  diagnosis 
and  its  acuity  will  no  doubt  in- 
crease. Its  use  in  open  neural  tube 
defects,  such  as  anencephaly,  has 
been  mentioned.  It  also  can  be 
helpful  in  detection  of  certain  soft 
tissue  defects  such  as  polycystic 
kidneys.  Fetal  x-ray  can  be  useful 
in  selected  cases  where  the  fetus  is 
at  high  risk  for  a skeletal  disorder 
such  as  achrondrogenesis.  Fetoscopy 
and  fetal  blood  sampling  will  add 
new  dimensions  to  prenatal  detec- 
tion of  genetic  disorders. 

While  pediatrics  and  other 
branches  of  medicine  have  made 
great  strides  in  improving  the 


length  and  quality  of  life  for  the 
child  with  a severely  handicapping 
genetic  disorder,  most  cannot  be 
aided  to  a desirable  degree.  Many 
times  the  pediatrician  feels  very 
limited  in  his  or  her  capacity  to 
help  the  child  but  help  may  be  af- 
forded the  family  through  appropri- 
ate genetic  counseling. 

Most  News  Is  Good 

Amniocentesis  and  prenatal  detec- 
tion of  genetic  disease  will  play  an 
increasing  role  in  the  prevention  of 
handicapping  pediatric  disorders. 
Perhaps  of  equal  importance,  it  per- 
mits high  risk  couples  to  have  a 
normal  healthy  child  when,  without 
these  studies,  they  would  fear  to 
have  a pregnancy  at  all.  The  ma- 
jority of  prenatal  genetic  studies 
are  normal  and  thus  bring  the  reas- 
surance which  is  needed  so  much 
by  the  couple  who  already  has  had 
a severely  handicapped  child. 
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The  Primiin^  Ciire  Physician 
And  Mental  Retardation 

Gary  J.  Myers,  M.D. 

Associate  Professor  of  Pediatrics,  GOLD 
University  of  Alabama  School  of  Medicine 


"\Ne  learn  as  much  from  illness  as  from  health, 
from  handicap  as  from  advantage,  and  indeed 
perhaps  more. " 

Pearl  Buck  ^ 


Mental  retardation  is  the  most  common  neurologi- 
cal problem  seen  by  physicians.  In  the  United 
States  alone  there  are  5 to  6 million  retarded 
individuals.  Each  year  120,000  children  are  born 
who  will  be  mentally  retarded.  The  impact  of 
mental  retardation  on  the  public  is  immense.  In 
1970  alone,  public  institutions  spent  $170,000,000 
and  employed  117,000  people.^  Its  impact  on 
families  is  equally  great,  as  seen  by  Pearl  Buck's 
comments  when  writing  about  her  mentally  re- 
tarded daughter.  Despite  this,  it  was  only  accepted 
as  a neurological  entity  after  1 950.^ 

Recent  trends  of  deinstitutionalization  and 
mainstreaming  in  this  country  have  increased  pub- 
lic contact  with  the  mentally  retarded.  The  term 
mental  retardation  itself  has  different  meanings 
and  evokes  differing  emotions  from  various  individ- 
uals. Helping  people  to  understand  the  mentally 
retarded,  along  with  helping  those  who  are  retard- 
ed, has  become  a major  role  of  physicians. 

The  primary  physician's  role  in  dealing  with  the 
mentally  retarded  is  unique.  The  physician  is  the 
first  health  contact  for  most  patients  with  mental 
retardation.  In  addition,  the  primary  physician  is 
generally  familiar  with  the  family,  has  contact  with 
them  over  a long  period  of  time,  and  has  already 
gained  their  trust  and  respect.  The  physician's 
experience  and  expertise  in  recognizing  high  risk 
groups,  assessing  development,  evaluating  the  re- 
sults of  tests  and  determining  the  biological  basis 
for  the  problem  are  additional  assets.  The  physi- 
cian can  also  readily  arrange  tests,  interpret  the 
results  to  the  family,  and  is  able  to  help  in  planning 
and  arranging  treatment  for  the  child  (Table  I). 


TABLE  I 

UNIQUE  ROLE  OF  PRIMARY  PHYSICIAN 
Knows  the  Family 

Has  Early  and  Longitudinal  Contact  with  Child  and  Family 
Has  the  Expertise  and  Capability  to: 

Recognize  High  Risk  Groups 
Assess  and  Follow  Development 
Arrange  Diagnostic  Procedures 
Evaluate  the  Test  Results 

Determine  the  Biologic  Basis  of  the  Problem 

Interpret  Test  Results  to  the  Family 

Help  Plan  and  Arrange  for  Care  and  Treatment 

Follow  and  Evaluate  the  Child's  Progress  and  the 
Treatment  Program 

The  Family  Respects,  Trusts  and  Looks  to  the  Physician  for 
Information  and  Guidance 


Defining  Mental  Retardation 

Mental  retardation  is  not  a specific  diagnosis, 
but  rather  a syndrome.  The  World  Health  Organiza- 
tion defines  it  as  an  "incomplete  or  insufficient 
general  development  of  mental  capacities."  In 
1959,  the  American  Association  for  Mental  Defi- 
ciency (AAMD)  defined  mental  retardation  as  an 
intelligence  quotient  (IQ)  of  one  standard  devia- 
tion below  the  mean,  associated  with  changes  in 
adaptive  behavior  and  occurring  during  the  devel- 
opment period.  In  1973,  the  AAMD  changed  the 
definition  regarding  IQ  to  two  standard  deviations 
below  the  mean.'^  Approximately  14%  of  the 
general  population  have  an  IQ  between  one  and 
two  standard  deviations  (one  standard  deviation  is 
15  points  on  the  WISC-R  Intelligence  Scale  for 
children)  below  the  mean.  This  redefinition  reduc- 
ed the  population  labeled  as  mentally  retarded  by 
nearly  80%. 

The  IQ  is  one  criterion  helpful  in  establishing 
the  diagnosis  of  mental  retardation.  IQ  tests  are 
generally  divided  into  two  areas  (Table  II). 

C0NTtMU£0  ON  PAGE  23 
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TABLE  II 

wise  SUBTESTS 

PERFORMANCE 

Informal  ion 

Picture  Completion 

Comprehension 

Picture  Arrangement 

Arithmetic 

Block  Design 

Similarities 

Object  Assembly 

Vocabulary 

Coding 

Digit  Span 
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Dyazide 

Each  capsule  contains  50  mg  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide 

Makes  Sense  in 
Hypertension 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  tor  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
menfary  potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill.  with  urine  volume  lessthan  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-l-  levels  should 
be  determined  If  hyperkalemia  develops,  subsfifute  a 
thiazide  alone,  restrict  K-l-  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  fheir  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum  K-l- 
frequently,  both  can  cause  K-l-  retention  and  elevated 
serum  K-t-  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  ofher  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
wifh  fluorescent  measurement  ot  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions. nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules.  Single  Unit 
Packages  of  100  (intended  for  institufional  use  only) 
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. in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Slarkman,  N M : Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med  5:356-358,  1964 

Merrell 


•This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G I.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


8-3497  (y51Sa) 


Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Inieclion 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Briel  Summary 
INDICATIONS 

For  use  as  ad)unctive  therapy  in  the  treatment  of  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS ANTISPASMOOICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC  ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION 


Based  on  a review  ol  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  prob- 
ably effective 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders). and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon! 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-ettective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy!,  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  fhe  elderly 
or  debilitated  patient  unstable  cardiovascular  status  in  acute 
hemorrhage  severe  ulcerative  colitis  toxic  megacolon  compli- 
cating ulcerative  colitis  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (lever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmlul  Benlyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  tailed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  autonomic  neuropathy,  hepatic  or  renal 
disease,  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  ot  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  ot  aggravate  the  serious  complication  of 
toxic  megacolon  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure  cardiac  arrhythmias,  and  hypertension 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  ol  anticholinergic 'aniispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  ol  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient  s response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention,  blurred  vision  and  tachycardia, 
palpitations,  mydriasis,  cycloplegia.  increased  ocular  tension 
loss  of  taste,  headache  nervousness,  drowsiness,  weakness 
dizziness  insomnia,  nausea,  vomiting  impotence,  suppression  ol 
lactation,  constipation,  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations,  some  degree  ot  mental  confusion  and/or 
excitement,  especially  m elderly  persons,  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
ol  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient  s 
needs 

Usual  Dosage  Bentyl  10  mo  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoontuls  syrup  three  or  tour  times  daily  Children 
1 capsule  or  teaspoonlul  syrup  three  or  tour  times  daily  Infants  W 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  ol  water  | Bentyl  20  mg  Adults  1 tablet  three  or  lour 
times  daily  Bentyl  Iniection  Adults  2 ml  (20  mg  (every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  the  signs  and  symptoms  of  overdose  are 
headache  nausea  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  ol  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  ol  October,  1976 
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Cincinnati  Ohio4S215  USA 
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Williams  & Wilkins  Co. 

Baltimore,  Maryland 


We  are  proud  to  announce  that  Charles 
Putnam  is  our  new  sales  representative  for 


northern  Florida, 
Georgia,  and  Alabama. 


Charles  Putnam 
704  Forestdale  Drive 
Montgomery,  AL  36109 
(205)  272-0835 


Charlie  is  eager  to  supply  you  with  books  and 
journals  from  Williams  & Wilkins  as  well  as  titles 
from  Lea  & Febiger  and  Little,  Brown. 

Please  look  for  Charlie’s  book  display  in  your 
hospital  or  call  him  at  home  for  prompt  service. 

Charlie  will  be  happy  to  accept  your  Master 
Charge  or  VISA  card  for  any  Williams  & Wilkins  or 
Lea  & Febiger  title. 
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Some  subtests  evaluate  mainly  verbal  skills, 
while  others  require  more  motor  activity,  but  there 
is  significant  overlap.  In  evaluating  the  results  of  IQ 
tests,  it  is  important  to  recognize  the  extraneous 
factors  which  can  influence  the  final  score  (Table 
III).  Identical  twin  studies  indicate  that  approxi- 
mately 65  to  85%  of  the  intelligence  has  a genetic 
basis. 


TABLE  III 

FACTORS  INFLUENCING  I.Q.  TESTS 

Mot ivat ion 
Anxiety 

Relation  to  Examiner 
A 1 ienat ion 
Withdrawal 
Thought  Disorders 
Impulsivity 
Limited  Attention 
1. apses  of  Attention  (petit  mal) 
Sensory  deficits  (hearing*  vision) 


Past  studies  of  children  diagnosed  as  being 
mentally  retarded  have  shown  an  overlap  of  IQ 
scores  with  those  children  considered  normal.  This 
has  led  to  increasing  attention  upon  adaptive 
behavior  in  defining  mental  retardation.  Adaptive 
behavior  refers  to  those  abilities  which  allow  a 
person  to  function  independently,  both  in  the 
home  environment  and  in  society  in  general.  The 
ability  to  dress,  eat,  communicate,  interact  social- 
ly, and  manage  one's  own  toileting  are  examples  of 
such  behaviors.  These  skills  and  the  expectations 
that  others  have  for  an  individual  increase  through 
life.  With  maturity,  individuals  acquire  increasing 
mastery  over  their  own  bodies  and  the  environ- 
ment. They  also  learn  to  reason,  judge,  and 
understand  abstract  concepts.  In  adult  life,  voca- 
tional skills  assume  increasing  importance. 

IQ  and  adaptive  behavior  correlate  at  low  IQ 
levels  and  during  the  school  years,  but  the  correla- 
tion is  poorer  when  IQ  levels  are  borderline.  At 
higher  IQ  levels,  such  factors  as  physical  defects, 
personality  problems,  mental  illness,  and  general 
social  skills  assume  increasing  significance.  This  is 
best  illustrated  by  children  who  appear  retarded  in 
school  and  yet  function  adequately  in  their  own 
cultural  environment. 

Mental  impairments  may  occur  at  any  age,  but 
the  diagnosis  of  mental  retardation  is  reserved  for 
those  individuals  manifesting  signs  prior  to  18 
years  of  age. 


The  Epidemiology  of  Mental  Retardation 

The  overall  incidence  of  mental  retardation  is 
about  3%.  Among  every  1000  newborns,  approxi- 
mately 1 will  have  an  IQ  less  than  20,  four  will 
have  an  IQ  less  than  50,  and  25  will  have  an  IQ  less 
than  70.^  It  is  difficult  to  translate  this  incidence 
(number  of  cases  occurring  during  a specified  time 
period)  to  prevalence  (number  of  cases  present  in  a 
population  at  a given  time).  This  may  relate  to  the 
difficulty  in  recognizing  mental  retardation  at  an 
early  age,  an  increased  mortality  for  children  with 
severe  mental  retardation,  the  improvement  of 
social  skills  as  children  mature,  or  the  absorption 
of  many  mental  retardates  into  the  adult  work 
force.  Since  up  to  two-thirds  of  the  mentally 
retarded  may'  be  capable  of  functioning  in  some 
type  of  work  capacity,  they  may  not  be  readily 
visible  within  the  community. 

CONTINUED  ON  PAGE  29—“ 


TABLE  IV 

ALABAfU  ( 19  74) 

TOTAL  POPULATION 

MENTAl.  RETARDATION 

REGION  I 

806,800 

24,131 

Mad i son 

199 ,200 

5,958 

REGION  II 

227,300 

6,799 

Tuscaloosa 

134 ,500 

4,022 

REGION  III 

680,700 

20 , 360 

Mob i le 

345,400 

10 , 331 

REGION  IV 

702 , 300 

21  ,007 

Mont  gome rv 

180,400 

5,396 

REGION  V 

1,330,200 

112,084 

Jefferson 

671,700 

20,091 

The  Health  Regions  are  defined  in  reference  5. 
The  county  with  the  largest  population  within 
each  region  is  provided  for  comparisons. 

TABLE  V 

ALABAMA  (1974)  - TOTAL  POPULATION  3,747,300 

TOTAL  POPULATION 

MENTAL  RETARDATION 

0-2  Years 

174,886 

9,986 

3-5  Years 

203,891 

1 1,642 

ft-18  Years 

912 ,992 

42,819 

19-21  Years 

208,462 

4 ,044 

FEBRUARY  1979 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


23 


“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

'FATIEST  CARE  Magaztm  — Outltxik  1977  "Eacc- Off:  Cost  Containment  vs.  Chaos." January  I,  1977. 

Lyle  CB.  et  al  "Practice  habits  in  a group  of  eight  internists'.’  .ASS.ALS  OE  I.\TER.\,-\L  MEDICISE  84  tMay  1976).  594  601. 

Schroeiier  S,4.  et  al.  "i  'se  of  laboratory  tests  anti  pharmaceuticals:  variation  artunig  physicians  and  effect  of  cost  audit  on  subsequent  use'.’JOl  'RSAL  OF  THE 
A.\IERICA.\  .MEDICAL  .\SS< )CL-\TlO.\  225  (A  ug.  20.  1973).  969-73. 
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Blue  Cross 
Blue  Shield 

of  Alabama 


In  pharyngitis  and  tonsillitis 

...prompt  temporary  relief 
of  pain  even  before 
patients  leave 
your  office. 


CEPASTAT 

mouthwash/gargle/sore 
throat  lozenges 

Merrell 


Proven  Anesthetic 
Effectiveness 


Jpraying  the  throat  with  CEPASTAT 
)rings  soothing  relief  within  minutes, 
^our  patients  will  appreciate  this  relief 
vhile  waiting  for  therapeutic  measures 
0 take  hold.  The  well-established 
inesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
he  irritated  or  inflamed  oropharyngeal 
Tiucosa. 


CEPASTAT  in  your 
treatment  room  . . . 

Jsed  as  a spray,  CEPASTAT  is  more 
ikely  to  deliver  the  most  relief  to  the 
aainful  area  of  the  throat. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 


A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cmcmnali.  Ohio  45215 


relief  of  minor 
sore  throat  when 
patients  want  it . . . 
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As  in  a pyramid, 
sound  "step  two”  l 
hypertension  A 
therapy 
requires 
every  block 


duration  OF 


G>st 

According  to  a recent  study, ^ Solutensin® 
(hydroflumethiazide  50  mg./reserpine 
0.125  mg.)  was  the  most  economical  "step 
two"  therapy. . .about  34  the  cost  of  a day's 
supply  of  thiazide  + methyidopa  or  thiazide 
+ propranolol.^ 


Saluron* 

(hydroflumethiazide  50  mg.) 

Salutensin^ 

(hydroflumethiazide  50 mg./reserpine  0.125 mg.) 

Salutensin-De: 

(hydroflumethiazide  25 mg./reserpine  0.125 mg.) 


the  family  of 
anti  hypertensives 
completing  the 
therapeutic  pyramid 


Dosage  titration 

Solutensin  contains  the  recommended 
effective  doses  of  both  its  components, 
requiring  minimal  titration. 


Duration  of  action 

Solutensin  contains  Saluron  (hydroflume- 
thiazide), an  intermediate-acting  thiazide 
diuretic,  which  works  over  an  18-24  hour 
period,  ideal  for  once-daily  therapy. 


G>mpliance 

The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/vasoconstriction 

At  the  foundation  of  "step  two"  hypertension 
therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
achieved  with  the  combination  tablet 
Solutensin  one  day  at  a time. 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Company 
Syracuse,  N.Y.  13201 


BRISTOL 


References:  1.  Finnerty,  F.  A.  et  ol.:  An  Evaluation  of 
Step  2 Regimens  in  Hypertension,  data  on  file,  Bristol 
Laboratories,  1977.  2.  Red  Book  1977. 


For  a summary  of  prescribing  information,  please  see  following  page. 


Saluron 

(hydroflumethiazide  50  mg.) 

Salutensin* 

(hydroflumethiazide  SOmg./reserpine 0.12Smg.) 

Salutensin-Demi  A 

(hydroflumethiazide  25 mg./reserpine  0.125 mg.)  //  \ 

structured  for  the  /t\ 
long  run  in"step  two” 
hypertension 

Saluron"  (hydroflumethiazide)  ^ 5 20  75 

For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma.Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiationoccurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 

PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH, 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  excep.  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather:  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  Impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea, 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions:  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  reactions:  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions:  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction:  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.):  Bottles  of  100. 

Salutensin^*  Salutensin-Demi™  (t2)io/27/78 

(hydroflumethiazide,  reserpine  anti  hypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  thefixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  warrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chlaride  or,  if  necessary, 
discontinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic  should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine : Depression,  peptic  ulceration, 
diarrhea,  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b.i.d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.1 25 
mg.):  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mq.,  reserpine  0.125  mg.): 

Bottles  of  100. 
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Among  the  3.7  million  citizens  of  Alabama, 
some  180,000  are  thought  to  have  a developmental 
disability  (DD).®  Some  170,000  of  those  with  DD 
will  be  mentally  retarded.  Table  IV  outlines  the 
distribution  by  regions  and  major  cities  of  mentally 
retarded  individuals  within  our  State.  Table  V is 
the  same  data  reorganized  to  show  the  distribution 
of  the  mentally  retarded  within  the  pediatric 
population. 

Pathologic  and  Clinical  Basis 

No  uniform  pathological  basis  for  mental  retar- 
dation has  been  identified.  Indeed,  postmortem 
studies  by  the  usual  techniques  reveal  no  pathologi- 
cal abnormality  in  40%  of  the  individuals  with 
mental  retardation.^  A pathological  basis  is  more 
frequently  found  in  the  more  severe  degrees  of 
retardation.  The  clinical  etiology  of  mental  retarda- 
tion is  equally  difficult  to  determine.  Data  from 
referrals  to  the  maternal  child  health  clinics  during 
1968  indicate  that  30%  of  all  referrals  had  no 
evidence  of  mental  retardation.  Among  the  remain- 
ing 70%,  32%  had  no  clearly  defined  etiology.^ 

Classifying  Severity 

The  severity  of  mental  retardation  is  commonly 
based  upon  the  IQ,  even  though  adaptive  behavior 
and  age  are  important  in  the  diagnosis  (Table  VI). 
Children  who  are  moderately  retarded  have  some 
self-help  skills,  but  cannot  live  independently  and 
seldom  acquire  academic  skills.  Children  with  an 
IQ  level  between  69  and  85  frequently  have 
problems  in  school,  but  should  not  be  considered 
retarded.  Such  children  often  present  to  psychi- 
atrists at  a later  age  because  of  social  inadequacy  or 
antisocial  behavior.  In  teenage  females,  this  is  often 
promiscuity,  while  in  males,  it  is  acting  out  or 
juvenile  delinquency. 


TABLE  VI 

DECREES  OF  MENTAL  RETARDATION 


I 

% MR  PORULATION 

Mild 

55-fi9 

(-2 

SD)” 

89 

Moderate 

40-54 

(-3 

SD) 

6 

Seve  re 

25-39 

(-4 

SD) 

3.5 

P rof ound 

<24 

(-5 

SD) 

1.5 

1 SD  is  15  I.(J.  points  on  the  WISC 


Preventing  Mental  Retardation 
Preventing  the  development  of  mental  retarda- 
tion would  be  ideal,  and  the  medical  profession 
should  be  proud  of  its  accomplishments  in  this  area 
during  the  last  half  century.  The  widespread  use  of 


immunizations  and  the  early  treatment  of  infec- 
tious diseases  (meningitis,  etc.)  have  reduced  the 
incidence  of  spread  to  the  nervous  system  and 
secondarily  of  mental  retardation.  Recognition  and 
early  intervention  in  acute  metabolic  derange- 
ments, such  as  hyperbilirubinemia,  hypoglycemia, 
and  hypoxia,  or  chronic  changes  as  seen  in  inborn 
errors  of  metabolism  have  also  reduced  the  inci- 
dence of  brain  damage.  The  treatment  of  children 
with  phenylketonuria  (PKU)  by  early  dietary 
management  is  an  example.  This  usually  prevents 
the  development  of  mental  retardation,  and  the 
approach  is  both  widely  accepted  and  economical- 
ly sound.  The  recent  focus  of  medical  attention 
upon  accident  prevention  holds  promise  for  further 
reduction.” 

Improved  obstetrical  and  perinatal  care  is  anoth- 
er major  stride.  In  the  past,  two-thirds  of  all 
surviving  prematures  could  be  expected  to  have 
serious  physical  or  mental  handicaps.  Although 
prematures  account  for  only  about  5%  of  births, 
the  morbidity  and  mortality  among  them  are 
high.®  A 1972  study  from  Denver  illustrates  this 
point.  Among  133  infants  weighing  less  than  1500 
grams  at  birth,  only  30%  were  physically  and 
mentally  normal  at  age  5.®  Forty-three  percent  of 
those  infants  had  an  IQ  below  90,  and  32%  had  a 
spastic  diplegia.  Qne  of  the  earliest  reports  of  an 
improved  outlook  for  prematures  came  from  Bir- 
mingham in  1973.  Fifteen  infants  with  birth 
weights  from  900  to  1100  grams  were  reported,  of 
whom  14  were  examined  between  11  and  33 
months  of  age  and  compared  with  14  control  term 
infants.^®  The  mean  IQ  for  the  low  birth  weight 
infants  was  100,  while  for  the  term  infants  it  was 
101.  Eleven  of  the  low  birth  weight  infants  were 
considered  entirely  normal.  At  the  present  time, 
full  two-thirds  of  all  infants  born  between  28  and 
29  weeks  of  gestation,  or  later,  can  be  expected  to 
survive,  and  the  out  look  for  these  infants  is  much 
improved. 

The  prenatal  diagnosis  of  conditions  known  to 
have  a high  association  with  mental  retardation  has 
opened  the  door  to  selective  abortion  as  another 
means  of  prevention.  Many  genetic  and  biochemi- 
cal disorders  can  now  be  diagnosed  by  amniocente- 
sis, and  ultrasonography  is  helpful  in  some  struc- 
tural disorders  (hydrocephalus,  anencephaly,  etc.). 
These  techniques  are  currently  utilized  extensively 
for  the  diagnosis  of  trisomy  21  and  neural  tube 
defects.  Although  successful,  this  approach  raises 
ethical  questions  which  must  be  personally  resolv- 
ed by  the  individuals  involved. 

The  reversal  of  mental  retardation  once  it  is 
present  might  constitute  another  approach,  but  it 
is  not  yet  clear  if  this  can  be  accomplished.  Many 
children  diagnosed  as  being  mentally  retarded. 
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however,  learn  adaptive  behavior  and  vocational 
skills  which  allow  them  to  function  adequately  in 
society  at  a later  age.  Early  intervention  can  help 
children  to  learn  such  skills  and  may  be  an  example 
of  this  approach.  Some  of  the  experimental  evi- 
dence for  thinking  this  is  presented  later. 

Diagnosing  Mental  Retardation 

The  diagnosis  of  mental  retardation  is  such  a 
serious  label  that  it  should  be  made  only  after 
careful  investigation.  Rarely,  metabolic  disorders 
such  as  amino  or  organic  acidurias  require  a more 
rapid  diagnosis.  The  most  frequent  causes  of 
mental  retardation  are  static  lesions.  The  average 
age  when  children  with  mental  retardation  are 
diagnosed  is  about  25  months.^  ^ Parents  suspect  a 
problem  about  8 months  of  age  in  children  with 
severe  retardation,  while  children  with  mild  retar- 
dation may  be  considered  normal  until  about  25 
months  of  age.  The  lapse  between  when  the 
parents  suspect  something  is  wrong  and  a firm 
diagnosis  is  usually  about  12  months,  but  with 
increasing  severity  of  retardation  the  lapse  is 
shorter.  Rural  children  are  both  suspected  of 
mental  retardation  and  the  diagnosis  confirmed  at 
later  ages  than  urban  children. 

Early  Diagnosis 

Is  earlier  diagnosis  possible?  In  1972,  Holden  ad- 
dressed this  issue  by  looking  at  data  from  the  peri- 
natal coll  aborative  study.  ^ ^ One  hundred  and  fif- 
teen children,  who  at  age  8 months  wereone 
month  behind  in  development  on  the  Bayley 
scales,  were  selected  and  matched  with  a normal 
control  group.  By  4 years  of  age  there  were  18 
children  in  the  delayed  group  and  5 normal 
controls  with  an  IQ  less  than  69.  Those  children 
with  an  early  delay  had  a risk  three  and  one-half 
times  as  great  as  the  control  group.  Equally 
important,  the  majority  of  children  who  appeared 
abnormal  at  age  8 months  were  normal  at  age  four 
years,  and  several  abnormal  children  were  found  in 
the  control  group.  Other  authors  have  approached 
this  problem  by  categorizing  infants  into  risk 
groups.  One  study  reviewed  118  newborns  with 
birth  weights  below  2000  grams.^  ^ Six  of  these 
infants  by  5 years  of  age  had  major  neurological 
abnormalities.  Of  the  six,  five  either  had  an 
abnormal  neurological  examination  or  a head 
circumference  below  the  10th  percentile  as  new- 
borns. When  the  intelligence  of  those  infants  who 
were  small  for  gestational  age  was  examined,  it 
correlated  well  with  head  circumference.  Those 
with  a small  head  circumference  had  a mean  IQ  of 
83,  while  those  with  a normal  head  size  had  a mean 
IQ  of  95.  It  is  possible  to  suspect  mental  retarda- 
tion early  on  the  basis  of  the  history  and  physical 
findings,  but  a definitive  diagnosis  remains  diffi- 
cult. 


Many  medical  diagnoses  are  associated  with 
mental  retardation  (PKU,  Down's),  but  there  are 
no  specific  tests  that  define  it.  To  make  the 
diagnosis,  the  physician  must  distinguish  between 
the  various  disorders  which  might  be  confusing. 
Abnormalities  in  sensory  perception  (auditory  or 
visual),  cerebral  palsy,  seizure  disorders,  and  child- 
hood aphasias  are  examples  of  such  disorders. 
Children  who  are  energy-depleted  (chronically  ill 
or  malnourished)  and  those  from  certain  cultural 
backgrounds  may  also  appear  retarded. 

Initially  the  physician  should  take  a careful 
history.  The  family's  initial  complaint  may  not 
reflect  their  real  concerrn,  but  is  frequently  a 
specific  item  such  as  a behavioral  problem  or 
failure  to  reach  some  developmental  milestone. 
Behavior  problems  are  common  in  children  with 
mental  retardation.  They  consist  of  such  things  as 
restlessness,  repetitive  aimless  motor  activity,  ex- 
plosive reactions,  or  self-stimulatory  behavior. 

Obsessive,  stereotyped  or  repetitive  actions  are 
often  seen.  The  history  should  focus  on  the 
pregnancy  and  perinatal  events  (hypoxia,  meningi- 
tis, etc.)  which  are  known  to  be  associated  with 
mental  retardation.  Perinatal  events,  development 
and  family  history  are  equally  important.  The 
physician  should  then  examine  the  child  carefully. 
Special  attention  should  be  directed  to  the  head 
size,  skin  abnormalities  (suggestive  of  neurocutane- 
ous  disorders),  and  the  child's  behavior. 

Estimations  of  intelligence  should  be  done  pro- 
fessionally, since  physicians  often  overestimate  the 
intelligence  of  children  without  a physical  handi- 
cap and  underestimate  that  of  children  who  are 
physically  handicapped.  This  is  most  apparent  in 
children  who  have  spina  bifida,  where  fully  two- 
thirds  have  normal  intelligence  despite  hydrocepha- 
lus and  other  severe  handicaps.  Occasionally,  indi- 
viduals with  mental  retardation  have  areas  of 
outstanding  performance.  Some  of  these  "idiot- 
savants"  are  able  to  perform  unusual  feats  of 
calculation,  memory,  mechanical  skills,  or  have 
exceptional  musical  or  artistic  talent.^ 

Which  Tests  To  Order 

Many  laboratory  tests  are  available  to  help 
evaluate  children  with  mental  retardation,  but  the 
physician  needs  to  be  discriminating  in  which  tests 
to  order.  In  a recent  study  of  1,560  patients  with  a 
mean  IQ  of  less  than  50  and  a mean  age  of  1iy2, 
the  authors  found  that  the  children  could  be 
divided  into  two  large  groups.^  ^ One  group  con- 
sisted of  children  who  looked  normal,  and  the 
other  of  those  who  had  a physical  deformity  or 
dysgenic  features.  Chromosomal  studies  were  only 
of  value  in  the  latter  group. 

In  the  children  who  appeared  normal,  metabolic 
studies,  and  in  some  instances  a brain  scan  using 
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computerized  axial  tomography  were  helpful.  Oth- 
er tests,  such  as  skull  films,  serum  lead,  thyroid 
hormones,  and  enzyme  assays  are  also  at  times 
useful.  Invasive  tests  looking  at  central  nervous 
system  morphology  are  rarely  indicated.  An  indi- 
vidual IQ  test,  behavioral  evaluations,  hearing  and 
vision  examinations,  and  at  times  a neurological 
consultation  should  be  considered.  Longitudinal 
follow-up  is  often  the  most  helpful  way  to  confirm 
the  diagnosis,  but  occasionally  parental  pressure 
makes  this  difficult.  Careful  record  keeping  is 
essential  so  that  developmental  progress  can  be 
documented.  Although  families  need  and  deserve  a 
specific  diagnosis,  labeling  a normal  child  as  retard- 
ed can  be  very  destructive. 

Treating  Mental  Retardation 

After  a diagnosis  is  made,  the  special  skills  of  the 
physician  become  even  more  important.  The  diag- 
nosis must  be  explained  to  the  family  and  plans 
formulated  on  how  to  best  handle  the  child.  How 
the  child's  disability  is  presented  may  influence  the 
family's  continued  trust  and  confidence  in  the 
physician.  Adequate  time  should  be  set  aside  to 
present  the  findings  and  the  conclusion,  and  also  to 
listen  to  the  family  and  answer  their  questions. 
This  is  a critical  moment  in  their  lives,  and  its 
handling  may  have  long  lasting  consequences. 

The  child's  abilities  should  be  stressed  and  some 
honest,  positive  statements  about  the  child  should 
be  made.  Frequently,  physicians  focus  on  the 
disability,  but  families  need  a ray  of  hope  to  help 
them  meet  this  crisis.  The  findings,  reasoning,  and 
conclusions  should  be  presented  calmly  and  with- 
out undue  optimism  or  pessimism.  The  term  brain 
damage  or  mental  retardation  should  be  used 
cautiously,  since  they  have  tremendous  emotional 
impact.  If  there  is  any  doubt  about  the  family's 
understanding  or  acceptance,  a second  visit  for 
further  discussion  should  be  considered. 

Special  attention  should  be  given  to  practical 
ways  in  which  the  family  can  help  the  child.  What 
things  can  they  do  to  help  their  child  improve. 
Should  they  provide  more  discipline  and  structure 
to  daily  activities,  be  more  understanding  of 
accidents,  or  exactly  what.  The  physician's  advice 
on  such  practical  issues  as  toileting,  dressing, 
eating,  play  situations,  and  other  everyday  events 
can  be  very  helpful  to  the  family.  The  physician's 
interest  alone  has  a therapeutic  benefit.  It  helps  the 
family  to  feel  less  isolated,  assures  them  of 
assistance  in  meeting  other  health  care  needs,  and 
provides  access  to  new  developments  in  therapy. 

The  impact  that  the  diagnosis  of  mental  retarda- 
tion has  on  the  parents  needs  to  be  recognized. 
Many  feel  ashamed  and  that  they  personally  are  of 
lesser  quality  since  they  were  the  parents.  These 


feelings  may  lead  to  ambivalence,  depression,  or 
outright  hostility.  For  the  child's  benefit,  the 
physician  should  make  every  effort  to  maintain  a 
good  relationship  with  the  family.  Parents  want 
and  need  someone  who  is  honest  and  realistic,  who 
can  advise  and  offer  guidance,  who  will  support 
them  by  caring,  who  will  listen  to  their  concerns, 
and  who  will  confirm  the  child's  value  irrespective 
of  the  seriousness  of  the  disability. 

Intervention 

Having  made  the  diagnosis  as  early  as  possible,  is 
intervention  helpful?  The  recognition  of  the  prob- 
lem itself  relieves  the  family's  anxieties  and  uncer- 
tainties. It  permits  everyone  to  focus  on  helping 
the  child  by  programs  both  at  home  and  later  at 
school  which  will  build  upon  the  child's  abilities.  It 
allows  expectations  for  the  child  to  be  more 
realistic  and  helps  everyone  to  achieve  a more 
positive  attitude.  There  is  evidence  in  animals  that 
early  sensory  experiences  have  both  anatomical 
and  physiological  effects  upon  the  development  of 
the  nervous  system. 

Cats  reared  from  birth  in  total  darkness  are 
later  cortically  blind, and  have  atrophy  of  the 
lateral  geniculate.  This  can  be  produced  unilateral- 
ly by  suturing  the  eyelids  on  one  side  closed  at 
birth.  Physiological  variations  of  visual  functioning 
can  be  produced  by  rearing  animals  in  an  environ- 
ment of  all  vertical  or  horizontal  lines.  They  then 
have  difficulty  interpreting  visual  clues  with  other 
orientations  when  they  are  older. ^ ^ Other  studies 
show  that  physical  contact  and  sensory  stimulation 
are  essential  for  normal  physiological  snd  emotion- 
al development.^  ® 

The  evidence  in  humans  that  early  intervention 
and  stimulation  can  alter  the  ultimate  outcome  is 
less  clear.  It  is  known  that  maternal  deprivation 
and  institutionalization  can  lead  to  significant 
developmental  lags  and  growth  retardation.^^  Lan- 
guage and  socialization  appear  to  be  the  areas  most 
affected.  From  the  animal  data  and  studies  of 
deprivation,  it  has  been  suggested  that  active 
intervention  may  improve  development.  However, 
the  evidence  supporting  this  line  of  reasoning  is 
incomplete.  Stimulation  by  handling  has  been 
shown  to  increase  visual  attentiveness  in  infants.^  ° 
An  infant's  behavior  can  also  be  conditioned. 
Vocalizations  which  stimulate  the  child  to  turn  in 
one  direction  and  are  then  reinforced  with  social 
interactions,  like  smiling,  touching,  or  talking, 
result  in  increased  turning  in  that  direction  by  the 
infant.  In  one  study,  the  infant's  orientation 
towards  sound  increased  35%  each  day  for  two 
days  with  such  conditioning.^^  However,  two  days 
later  this  ability  had  returned  to  baseline. 
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Several  studies  have  shown  similar  results  in 
infant  learning  over  a short  period  of  time.  There  is 
limited  evidence  that  these  gains  are  maintained 
and  studies  of  moderately  to  severely  retarded 
children  treated  with  patterning  and  motivational 
stimulation  have  indicated  few  long-term  gains. 
This  issue  has  not  been  studied  well  in  children 
with  milder  defects,  and  the  less  seriously  impaired 
brain  may  well  respond  to  increased  stimulation. 
The  benefits  to  the  family,  however,  of  actively 
intervening  to  help  the  infant  are  enormous. 

Conclusions 

Pediatricians  and  other  primary  care  physicians 
dealing  with  children  are  being  called  upon  to  pay 
more  attention  to  children  with  handicaps  of  all 
types.  Public  Law  94-142  mandates  that  all  handi- 
capped children  will  have  available  a free  and 
appropriate  public  education.^  ^ This  law,  which 
became  effective  in  September  1978,  defines  the 
public  obligations  for  the  education  of  children 
with  mental  retardation  and  other  developmental 
disabilities.  Although  the  inclusion  of  medical 
expertise  was  not  mandated  in  the  original  legisla- 
tion, the  physician  is  uniquely  qualified  by  virtue 
of  his  broad  understanding  of  the  health  problem, 
the  family,  and  the  community  to  deal  with  these 
children. 


Challenging  Area 

The  area  of  mental  retardation  is  a challenging 
one  in  which  pediatricians  and  other  primary  care 
physicians  have  a major  role.  The  brain  is  such  a 
marvelous  organ  that,  with  help,  even  one  less  than 
perfect  can  accomplish  a great  deal. 

"Where  else  can  one  find  a computer  containing 
more  than  10  billion  flip-flop  circuits,  occupying 
less  than  a cubic  foot  of  space,  operating  on  the 
energy  of  a peanut  for  four  hours,  being  totally 
mobile,  and  produced  with  unskilled  labor." 

Dr.  J.  Mier^  ^ 


References  Available  upon  Request 

Medicine  is  the  only  profession 
that  labors  incessantly  to  destroy 
the  reason  for  its  own  existence. 

James  Bryce:  Speech  in  New  York, 
March  23,  1914. 
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Neonatal  ThyToid  Screening 

by  Russell  D.  Cunningham,  M.D.* 


The  development  of  a screening  program  for 
congenital  hypothyroidism  appears  to  be  an  inevi- 
table result  of  observations  that  have  recurred  over 
a period  of  many  years.  In  1 91 5 Tredgold  suggest- 
ed that  therapy  prior  to  3 months  of  age  would  be 
the  desirable  approach  if  normal  mental  develop- 
ment in  patients  with  congenital  hypothyroidism 
were  to  be  achieved.^ 

The  consequences  of  severe  hypothyroidism  on 
mental  development,  as  well  as  the  relationship  of 
development  to  early  treatment,  were  subsequently 
pointed  out  by  Smith,  Wilkins  and  associates  in 
Baltimore.^  (Table  1)  Of  the  patients  with  severe 
hypothyroidism,  (onset  of  symptoms  prior  to  six 
months  of  age),  only  15%  attained  an  I.Q.  of 
greater  than  90.  Indeed,  41%  out  of  this  group  of 
patients  had  an  I.Q.  of  less  than  50. 
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In  patients  with  mild  hypothyroidism,  (onset  of 
symptoms  after  6 months  of  age)  and  acquired 
hypothyroidism  (onset  usually  after  2 years  of 
age),  the  I.Q.  and  mental  development  were  vastly 
superior.  The  severe  hypothyroids  were  divided 
according  to  the  onset  of  therapy,  i.e.,  prior  to  6 
months  of  age,  7-12  months  of  age  and  after  12 
months  of  age  (Table  2).  There  was  an  apparent 
suggesting  early  therapy  might  well  be  beneficial. 
Qnly  25%  of  those  treated  prior  to  6 months  of  age 
achieved  an  I.Q.  of  greater  than  90.  Similar 
observations  from  Holland^  indicated  that  the 
diagnosis  was  delayed  beyond  4 months  in  71% 
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and  beyond  6 months  in  54%  of  patients.  The  final 
mean  I.Q.  in  that  group  of  children  was  71  with 
72%  at  values  below  90  and  20%  below  50.  Qnly 
9%  of  the  children  completed  secondary  school, 
and  68%  required  special  education.  More  than 
50%  manifested  marked  retardation  of  the  motor 
coordination  required  for  swimming  and  cycling. 
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Clinical  Signs 

Clinical  signs  of  congenital  hypothyroidism  in- 
cluding feeding  difficulties,  constipation,  hypo- 
thermia, facial  and  parapharyngeal  edema,  large 
posterior  fontanel,  skin  mottling,  prolonged  icter- 
us, and  umbilical  hernia,  are  all  relatively  non- 
specific, variable  in  extent  and  easily  missed.  The 
disorder  is  diagnosed  clinically  in  less  than  10%  of 
affected  infants  before  2 months  of  age. 

Kenny,  et.  al.,  revitalized  interest  in  this  prob- 
lem in  a similar  study  of  a group  of  severely 
affected  hypothyroid  infants.^  In  this  study  (Table 
3),  9 children  who  were  diagnosed  prior  to  3 
months  of  age  had  a mean  I.Q.  of  89.  Treatment 
after  3 months  of  age  revealed  a significantly 
declining  I.Q.  with  advancing  age  of  onset  of 
therapy  (Table  4).  Those  treated  prior  to  3 months 
of  age  (70%)  achieved  an  I.Q.  greater  than  85, 
while  only  13  and  25%  achieved  this  level  when 
treatment  was  commenced  later  than  3-4  months 
or  5-6  months,  respectively.  None  of  the  children 
treated  after  7 months  of  age  achieved  an  I.Q. 
greater  than  85. 

Several  lines  of  research  since  this  publication 
have  permitted  the  development  of  a screening 
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program  for  congenital  hypothyroidism.  First,  was 
the  development  of  screening  programs  for  other 
metabolic  errors.  In  addition,  the  knowledge  of 
maternal  fetal  physiology  in  relation  to  thyroid 


function  has  indicated  that  the  ability  to  screen 
was  certainly  possible,  based  on  the  fact  that 
maternal  thyroid  hormone  transferred  to  the  fetus 
accounts  for  less  than  10%  of  the  thyroid  hormone 
found  in  the  normal  fetus. 

Additionally,  control  of  thyroid  hormone  secre- 
tions by  secretion  of  thyroid-stimulating  hormone 
(TSH)  has  become  well-established  in  the  human 
fetus  during  the  last  trimester  of  pregnancy.  Thus, 
the  increased  TSH  secretion  response  to  thyroid 
hormone  deficiency  is  present  at  birth  and  new- 
born infants  with  hypothyroidism  will  have  low 
blood  levels  of  thyroid  hormones  and  high  blood 
concentrations  of  TSH.^  The  development  of 
radioimmunoassays,  with  enhanced  sensitivity,  has 
permitted  the  measurement  of  the  hormones  in 
biologic  fluids.  Precision  of  these  assays  has  been 
refined  to  a point  where  samples  can  be  analyzed 
in  as  little  as  20  microliters  of  blood.  These 
separate  lines  of  research  have  combined  to  provide 
us  with  several  mass  screening  programs  for  con- 
genital hypothyroidism  in  North  America  (Table 
5). 
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Program  Variations 

A number  of  variations  in  screening  programs 
have  been  utilized.  These  have  varied  from  meas- 
urements of  T4  alone  in  cord  blood  to  T4  and  TSH 
in  cord  blood.  Measurements  of  T4  on  filter  paper 
spots  and  T4  on  filter  paper  spots  with  confirma- 
tory TSH  have  been  utilized.  The  experience  of 
these  various  assays  has  led  to  the  recommendation 
of  the  American  Academy  of  Pediatrics^  that  heel 
prick  blood  be  collected  on  filter  paper  at  the  time 
of  discharge  from  the  nursery.  A T4  should  be 
performed  on  this  spot  with  a back-up  of  a TSH 
radioimmunoassay  in  the  event  of  low  T4.  Every 
detected  hypothyroid  infant  should  have  therapy 
by  one  month  of  age  as  a major  objective  in 
screening. 

Approximately  830,000  patients  had  been 
screened  for  hypothyroidism  in  various  centers 
throughout  the  country  by  September,  1977.^’^’® 
Quebec  has  used  screening  by  application  of  the 
thyroxine  immunoassay  to  filter  paper  spot  during 
the  process  of  PKU  screening.  Subsequently,  the 
program  has  adapted  a highly  sensitive  radio- 
immunoassay system  for  measurement  of  filter 
paper  spots  of  TSH  concentrations  for  specimens 
with  low  T4  values.  Screening  in  Pittsburgh  was 
done  by  measurement  of  cord  serum  TSH  concen- 
trations using  a routine  serum  TSH  radioimmuno- 
assay. Toronto's  program  now  measures  cord  se- 
rum T4  with  supplemental  cord  serum  TSH  radio- 
immunoassay and  T3  resin  uptake  in  all  infants 
with  serum  T4  in  the  lowest  8-12  percentile. 

The  Oregon-Massachusetts  program  screened  the 
filter  paper  spots  of  T4  measurements  and  follow- 
up TSH  radioimmunoassays  with  values  in  the 
lower  3%  of  T4  results.  161  patients  with  primary 
hypothyroidism  have  been  diagnosed  as  a result  of 
these  screening  programs.  In  addition,  7 patients 
with  secondary  hypothyroidism  have  been  detect- 
ed. Two  programs  using  TSH  immunoassays  were 
not  able  to  detect  patients  with  secondary  hypo- 
thyroidism. In  Birmingham,^  the  laboratories  have 
used  a screening  program  in  a number  of  private 
hospitals  utilizing  cord  blood.  They  screened  for 
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thyroxine  and  where  the  values  were  low,  ran  the 
sample  for  TSH  and  T3  resin  uptake.  Of  the  2,446 
screened  in  these  hospitals,  they  have  detected  one 
case  of  congenital  hypothyroidism.  No  cases  of 
secondary  hypothyroidism  as  yet  have  been  detect- 
ed, and  five  patients  with  low  T4,  normal  TSH  and 
elevated  T3  uptakes  were  assumed  to  have  thyrox- 
ine binding  globulin  (TBG)  deficiency.  Four  cases 
of  primary  hypothyroidism  have  been  detected  by 
the  Alabama  State  Laboratory  using  filter  paper 
tests.®  When  the  results  are  combined  with  the 
results  of  screening  at  the  State  Laboratory,  the 
incidence  in  Alabama  approximates  1 in  5,000.  An 
overall  incidence  of  primary  hypothyroidism  of 
one  in  4,589  has  been  found.  The  over-all  inci- 
dence of  secondary  hypothyroidism  was  one  in 
65,670.  Six  infants  with  congenital  hypothyroid- 
ism are  known  to  have  been  missed  by  the  various 
screening  programs.  All  were  missed  because  new- 
born samples  were  not  sent  to  the  screening 
laboratory  and  filter  paper  specimens  were  misla- 
belled or  misfiled.  Only  4.5%  of  all  of  these  infants 
were  suspected  on  the  basis  of  clinical  evidence  of 
hypothyroidism  prior  to  the  time  of  reporting  the 
confirmed  screening  results  at  4-8  weeks. 

Detection  Varies 

The  incidence  of  TBG  deficiency  detected  in 
these  screening  programs  has  varied  from  one  in 
five  thousand  in  Toronto,  to  one  in  eleven  thou- 
sand in  Quebec.  The  average  incidence  approxi- 
mates one  in  9,420,  or  about  half  the  incidence  of 
congenital  hypothyroidism. 

Types  of  primary  hypothyroidism  identified  in 
newborn  screening  programs  include  95  or  91% 
with  aplastic  or  hypoplastic  glands,  including 
ectopic  glands.  Nine  percent  have  been  found  to 
have  some  form  of  goitrous  hypothyroidism.  The 
incidence  of  goitrous  hypothyroidism  approxi- 
mates one  in  68,000. 

Characteristics  of  the  various  screening  programs 
have  been  included  (Table  6)  along  with  the 
estimated  cost  per  infant  for  screening.  (The 
Quebec  study  does  not  include  all  costs.)  The 
average  cost  per  screening  of  all  of  these  infants  has 
been  estimated  to  be  one  dollar  per  infant  screen- 
ed. The  average  time  in  days  to  treatment  is  very 
important  in  terms  of  ultimate  success  with  these 
programs.  Quebec's  program  has  had  an  average 
time  of  25  days,  but  at  a recent  meeting.  Dr. 
Dussault  indicated  that  this  time  had  been  further 
shortened.  The  implementation  of  screening  pro- 
grams, both  in  Birmingham  and  in  our  State 
laboratory,  has  resulted,  to  the  best  of  my  knowl- 
edge, in  the  location  of  at  least  5 infants  with 
congenital  hypothyroidism  in  this  area.  However,  it 
has,  in  addition,  resulted  in  a number  of  questions 
being  posed  about  the  results  of  screening  tests. 


Table  VI 

Characteristics  of  Newborn  Screening  Programs 
for  Congenital  Hypothyroidism  (5) 


Screen! ng 
Program 

.Average  Time  (Days) 
To  Treatment 

Estimated  cost  per 
infant  for  screening 

QULBEC 

25 

so.  00 

OREGON 

T 1 

$2.25 

M.ASS.\CHUSETTS 

2 2 

$ 1 . on 

PITTSBURGH 

18 

S 1 . b 1 

TORONTO 

30 

$1.50 

Figure  1 is  a flow  sheet  that  indicates  an 
approach  to  the  results  of  screening  tests  per- 
formed on  the  filter  paper  spot  samples  in  particu- 
lar. In  as  much  as  our  laboratory  does  run  the  TSH 
along  with  the  T4,  we  can  divide  our  infants  with 
the  low  T4's  into  two  groups:  those  with  elevated 
TSH  and  those  with  normal  to  low  TSH.  The 
elevated  TSH  is  virtually  indicative  of  congenital 
hypothyroidism.  This  diagnosis,  in  view  of  its 
indications  for  a life-time  of  therapy,  should  be 
confirmed  with  venous  sample  of  both  a T4  and 
TSH.  While  waiting  and  virtually  at  the  same  time, 
a scan  can  be  performed  to  indicate  whether  this  is 
one  of  the  hypoplastic,  aplastic  or  ectopic  thyroids 
which  make  up  the  91%  of  this  group  of  patients. 
While  scans  have  no  effect  on  the  therapy  to  be 
administered  to  a child,  the  results  do  have  some 
implication  in  terms  of  genetic  counseling.  The  9% 
of  this  group  of  patients  with  hormonal  dysgensis 
or  enzymatic  defects  in  the  formation  of  thy- 
roxine, are  the  patients  who  have  conditions  that 
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are  inherited  as  an  autosomal  recessive  character- 
istic. Thus,  these  parents  may  have  a one  in  four 
chance  of  having  such  a child  again.  Treatment 
should  be  instituted  while  awaiting  these  results  to 
achieve  our  objectives  of  therapy  as  early  as 
possible. 

If  the  TSH  is  normal  to  low  among  with  low  T4, 
a repeat  spot  test  is  indicated.  If  the  same  result  is 
obtained,  i.e.,  a low  T4  with  a normal  to  low  TSH, 
a venous  sample  should  be  collected  for  a T4,  TSH 
and  thyroxine  binding  globulin  level  (TBG).  The 
low  TBG  which  will  occur  at  least  as  half  as 
frequently  as  congenital  hypothyroidism  is  a total- 
ly physiologic  condition  in  which  the  level  of  free 
thyroxine  available  to  the  tissue  is  normal. 

Approximately  99.9%  of  thyroxine  is  bound  to 
serum  proteins.  If  the  protein  concentration  is 
diminished,  therefore,  a total  of  T4  measurement 
will  be  diminished.  These  conditions  have  absolute- 
ly no  consequences  in  terms  of  thyroid  function. 
However,  it  is  important  that  families  know  that 
the  total  T4  in  many  of  these  individuals  may 
always  be  low,  and  thus,  any  thyroid  function 
studies  performed  in  the  future  may  again  raise 
problems  concerning  thyroid  hormone  therapy. 
Lower  TBG  levels  have  also  been  associated  with  a 
variety  of  pathological  conditions  in  neonate  such 
as  prematurity,  respiratory  distress  syndromes, 
severe  hepatic  disease,  and  congenital  lipoid 
nephrosis.  The  finding  of  a normal  TBG  level,  a 
low  T4,  and  a TSH  that  is  inappropriately  low, 
suggests  the  diagnosis  of  secondary  hypothyroid- 
ism or  hypothyroidism  as  a result  of  inadequate 
production  of  TSH.  This  circumstance  requires  the 
investigation  of  pituitary  function  to  establish  the 
presence  or  absence  of  other  tropic  hormones  and 
appropriate  treatment  can  be  administered. 

Medication 

Medications  used  in  the  treatment  of  hypothy- 
roidism have  not  significantly  changed  in  years. 
Desiccated  thyroid  is  a product  of  beef  thyroglob- 
ulin,  which  contains  both  thyroxine  and 
triiodothyronine.  Aonegrain  tablet  costs  approxi- 
mately 0.8  cents.  This  remains  our  cheapest  form 
of  therapy.  However,  the  fact  that  it  contains  both 
thyroxine  and  triiodothyronine  (which  at  one  time 
was  thought  to  be  a distinct  advantage),  has  now 
become  a source  of  difficulty.  There  have  been 
repeated  reports  of  both  adults  and  children 
treated  for  hypothyroidism  who  developed  high 
levels  of  triiodothyronine  while  receiving  this 
treatment.^  A switch  to  L-Thyroxine  has  reduced 
the  level  of  triiodothyronine  to  more  appropriate 
levels.  Thus  it  is  possible  to  induce  the  state  of 
hypertriiodothyronemia  in  patients  given  desiccat- 
ed thyroid.  The  statements  regarding  desiccated 


thyroid  apply  to  Proloid.  Again,  the  cost  is 
approximately  1V2  cents  for  one  grain  tablets. 
L-thyroxine,  chemically  synthesized,  represents 
pure  thyroxine  with  a 50mgm  tablet  being  approxi- 
mately equivalent  to  1 grain  of  desiccated  thyroid 
and  costing  approximately  1.6  cents.  There  was 
reluctance  to  use  this  compound  for  many  years 
since  it  did  not  contain  triiodothyronine  which  had 
been  thought  to  be  one  of  the  primary  products  of 
normal  thyroid  production.  (In  fact,  research  was 
conducted  to  determine  the  proper  ratio  of  T4  and 
T3  to  incorporate  into  one  medication,  so  that  we 
might  mimic  physiologic  circumstances.)  However, 
more  recent  knowledge  indicates  that  the  vast 
majority  of  triiodothyronine  in  the  circulation  is 
derived  from  deiodination  of  the  l-thyroxine 
present. 

As  a result,  it  should  come  as  no  surprise  to 
learn  that  patients  on  l-thyroxine  alone  have 
virtually  normal  concentration  of  T3.  This  repre- 
sents the  purest  form  of  treatment  and  perhaps  the 
best,  if  not  the  least  expensive.  Twenty-five  micro- 
grams of  triiodothyronine  or  T3  alone  approxi- 
mately would  be  equivalent  to  1 grain  of  thyroid. 
There  is  limited  utility  for  this  particular  com- 
pound. 

Still  Debatable 

The  optimum  therapy  for  hypothyroidism  de- 
tected, i.e.,  the  patient  with  a low  T4  and  an 
elevated  TSH  confirmed  by  venous  sampling,  is  at 
this  point  somewhat  open  to  question.  The  group 
in  Quebec,  in  order  to  achieve  the  earliest  state  of 
euthyroidism.,  possible,  used  the  combination  of 
l-thyroxine  in  a dose  of  25  micrograms/day  and 
triiodothyronine  in  a dose  of  5 micrograms  three 
times  per  day  for  a period  of  two  weeks. At 
that  time,  they  switched  the  child  to  50  micro- 
grams of  T4  at  6 weeks  of  age  and  subsequently 
adjusted  the  dose  as  necessary.  Their  experience 
indicates  that  maintenance  doses  of  l-thyroxine 

CONTINUED  ON  PAGE  43 


Table  VII 

■Assessment  of  Neuromuscular  Development 
by  the  Griffith  Test  in 
Hypothyroid  Infants  (12) 

Treated  In'pothyroid  infants  (20)  Normal 

Mean  S.D.  controls  (23) 
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119 

t 13 

116 

t 12 

Soc i a 1 
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+ 11 
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± 8 

Verba  1 

107 

+ 13 

1 10 

t 12 

I'ine  coordination 

1 1 1 

+ 1 3 
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± 8 

Performance 

113 

t 1 8 
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Albrecht  Durer,  the  master  German  painter,  engraver  and  theoretician,  composed  a highly  rational  16th  Century  treatise  on 
human  proportions  that  included  this  page  on  profiles  in  general,  noses  in  particular.  Reynolds  Historical  Library, 
Birmingham. 
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7%  Of  the  population 
may  be  harboring  latent 
or  dormant  tuberculosis* 

Are  you  testing  for  it  during 
routine  office  physicals? 

Based  on  a national  estimate  of  15  million  tuberculin  reactors 
Stead  W W.  and  Bates.  J..  in  Harrison's  Principles  of  Medicine. 

8th  Edition.  1977.  McGraw-Hill.  p.  900 


An  important  check 
in  every  checkup. 

A system,  not  just  a test -supplied  with  patented  induration 
indicator  cards  in  English  or  Spanish  - simplifies  recording 
and  record  keeping. 

• Over  1 5 years  of  use  — millions  of  tests  performed  each  year. 

• Practical  and  easy  to  perform -presterilized;  disposable; 
no  refrigeration  needed;  no  needles  or  syringes. 

• Fast  — only  seconds  to  perform  — can  be  read  in  48-72  hours. 


Precautions:  Tuberculin  testing  should  be  done  with 
caution  In  persons  with  active  tuberculosis  However, 
activation  of  quiescent  lesions  is  rare 
Although  clinical  allergy  to  acacia  is  very  rare,  this  prod- 
uct contains  some  acacia  as  a stabilizer  and  should  be 
used  with  caution  in  patients  with  known  allergy  to  this 
component  Reactivity  to  the  test  may  be  suppressed  in 
patients  who  are  receiving  corticosteroids  or  im- 
munosuppressive agents,  or  those  who  have  recently 
been  vaccinated  with  live  virus  vaccine  such  as 
measles 

With  a positive  reaction,  further  diagnostic  procedures 
must  be  considered  These  may  Include  x-ray  of  the 
chest,  microblologic  examinations  of  sputa  and  other 


specimens,  and  confirmation  of  the  positive  TINE  TEST 
using  the  Mantoux  method  In  general,  the  TINE  TEST 
does  not  need  to  be  repeated  Antituberculous 
chemotherapy  should  not  be  instituted  solely  on  the 
basis  of  a single  positive  TINE  TEST 
Adverse  Reactions:  Vesiculation,  ulceration,  or  nec- 
rosis may  occur  at  the  test  site  in  highly  sensitive  per- 
sons Pam,  pruritus  and  discomfort  at  the  test  site  may 
be  relieved  by  cold  packs  or  by  a topical  glucocorticoid 
ointment  or  cream  Transient  bleeding  may  be  observed 
at  a puncture  site  and  is  of  no  significance 
Reference:  Diagnostic  Standards  and  Classification  of 
Tuberculosis  National  Tuberculosis  and  Respiratory 
Disease  Association,  N Y 1969 

Cyanamid  Company,  Pearl  River  New  York  10965 
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The  Pre-school  Aj^e  Gifted  Child 


Gayle  H.  Gear,  Ph.D. 
Associate  Professor 
The  University  of  Alabama 
In  Birmingham 

Robert  O.  Harris,  III,  M.D. 
Associate  Professor 
The  University  of 
South  Alabama 


Physicians  are  often  consulted  by  parents  in 
matters  other  than  the  physical  health  of  their 
children;  e.g.,  emotional  well-being  and  intel- 
lectual development.  In  fact,  it  is  not  uncom- 
mon for  parents  to  seek  advice  on  educational 
matters. 

Questions  in  these  areas  are  numerous, 
especially  among  parents  of  gifted  children. 
They  inquire  about  their  children's  advanced 
interests,  superior  learning  ability  and  choice  of 
older  playmates.  Consequently,  the  need  for 
additional  information  regarding  the  gifted 
child  was  explored  during  a recent  meeting  of 
the  Child  Advocacy  Committee  of  the  Alabama 
Chapter  of  the  American  Academy  of  Pediat- 
rics. 

The  committee  felt  that  members  of  the 
health  care  community,  particularly  pediatri- 
cians, could  assist  in  the  early  identification  of 
those  youngsters  who  will  require,  in  many  in- 
stances, early  and  intensive  stimulation.  It  was 
also  suggested  that  they  could  offer  valuable 
counsel  to  parents  and  to  the  school  communi- 
ty concerning  the  unique  problems  faced  by 
gifted  children. 

Involvement  of  the  committee  seems  partic- 
ularly appropriate  in  Alabama  since  a legislative 
mandate  exists  to  insure  gifted  children  an  ed- 
ucation suited  to  their  unique  needs,  abilities, 
and  interests.  Such  actions  are  also  consistent 
with  national  priorities  on  behalf  of  gifted 
children,  recommending  early  identification  and 
appropriate  education. 

The  Child  Advocacy  Committee  adopted  the 
gifted  child  as  a project.  Their  first  action  was 
to  prepare  a leaflet  for  parents  concerning  the 
pre-school  aged  gifted  child.  Typical  questions 
were  drafted  and  responses  prepared  by  grad- 
uate students  at  the  University  of  Alabama  in 
Birmingham,  Barbara  Dickey,  Ruth  Baldwin, 


and  Marlene  Rhodes.  Copies  of  this  leaflet  will 
be  distributed  to  pediatricians  in  order  that 
they  may  share  them  with  interested  parents. 

The  manuscript  is  introduced  next  to  acquaint 
physicians  with  the  project  and  to  elicit  re- 
actions. The  information  presented  may  also 
serve  as  a useful  guide  to  physicians  as  they 
are  called  upon  to  respond  to  the  concerns  of 
parents  of  gifted  children. 

The  Preschool  Years 

Education  in  Alabama's  public  schools  now 
includes  a mandate  for  the  appropriate  educa- 
tion of  gifted  children.  Referred  to  as  the  Ex- 
ceptional Child  Education  Act  (106),  this  in- 
sures all  exceptional  children  an  education 
suited  to  their  unique  needs  and  abilities.  The 
goal  is  to  provide  early,  intensive,  and  expert 
instruction  in  the  academics  and  for  the  arts. 

Questions  concerning  this  legislation  and  the 
services  which  it  insures  should  be  directed  to 
the  Director  of  Special  Education  within  the  I 

local  school  district  or  to  the  Director  of  Pro-  i 

grams  for  Exceptional  Children  and  Youth, 
Alabama  State  Department  of  Education.  | 

Recognizing  a Precocious  Child 

Qbservation  seems  to  be  the  only  reliable 
method  of  identifying  precocious  children.  All  i 

parents  hope  for  a bright,  healthy  baby,  but  I 

very  often  they  are  the  last  to  recognize  un- 
usual or  advanced  behaviors  in  their  own  child. 
Instead,  friends,  relatives,  pediatricians,  and/or 
teachers,  who  usually  have  greater  experience  ‘ 

with  a wide  range  of  children,  are  the  first  to 
remark  on  the  child's  activities.  Qnce  pre- 
cocious children  have  been  identified,  parents  < 

should  be  encouraged  to  ask  questions  and  to  1 

seek  help  in  an  effort  to  educate  themselves  ! 

regarding  the  special  characteristics  and  needs  i 

of  these  children. 
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We  Don’t  Encourage  Comparing  Children,  But... 

Precocious  children  are  advanced  beyond 
their  age  mates  in  both  verbal  and  psycho- 
motor development. 

Verbal 

Early  language  acquisition  and  unusually  ad- 
vanced verbal  behavior  are  common  traits  of 
precocious  preschoolers.  An  example  occurred 
recently  in  a pediatrician's  office;  One  pre- 
schooler entered  the  waiting  room  and  com- 
mented on  the  "big  pumpkin."  A few  mo- 
ments later  another  child  of  the  same  age  ex- 
citedly exclaimed  about  the  "enormous  jack-o- 
lantern." 

"Somehow  They  Never  Stop  Talking."  In 
many  studies  of  precocious  children,  the  following 
have  been  noted  in  their  linguistic  development: 

1.  Talking  before  age  one  with  single  words 
soon  becoming  whole  sentences.  (Some  do 
not  begin  speaking  early  but  seem  to  wait 
until  they  are  ready  to  converse  in  sen- 
tences before  they  say  anything.) 

2.  Consistently  using  an  extensive  vocabulary. 

3.  Showing  a quick  understanding  of  and  re- 
sponse to  spoken  language. 

4.  Using  language  to  classify,  e.g.,  sorting 
blocks  by  shape  and/or  by  color. 

5.  "Playing"  with  language,  e.g.,  using  rhym- 
ing words. 

6.  Learning  quickly  and  demonstrating  an  un- 
usual display  of  memory,  e.g.,  recalling  a 
story  or  an  event;  knowing  the  first  and 
last  names  of  all  children  in  a preschool 
class. 

7.  Making  up  stories  or  poems. 

8.  Showing  an  unusual  display  of  knowledge, 
e.g.,  knowing  the  names  of  city  buildings, 
bridges,  cars.  etc. 

9.  Conversing  well  with  adults. 

10.  Asking  many  questions. 

11.  Unusually  observing  and  verbally  relating 
what  is  seen. 

"Read  It!"  Precocious  children  show  a love 
of  books  and  frequently  demonstrate  the  abili- 
ty to  read  before  the  age  of  five  as  illustrated 
in  the  following  characteristics: 

1.  High  interest  in  books  and  in  printed 
matter.  (The  first  sentence  many  parents 
recall  is  "Read  it.") 

2.  Recognition  of  the  alphabet  on  blocks 
and  on  other  preschool  toys,  particularly 
before  age  two. 

3.  Recognition  or  "reading"  of  street  signs. 

4.  Obvious  understanding  of  the  association 
between  spoken  and  written  language; 
knowledge  that  letters  make  a word. 


5.  Recognition  of  name  in  print  and/or  abili- 
ty to  spell  it  with  blocks;  knowing  ad- 
dress and  phone  number. 

6.  Ability  to  read  by  age  three  or  four,  par- 
ticularly having  been  taught.  Often  the 
first  clue  is  the  child's  turning  the  pages 
at  just  the  right  time  while  being  read  to. 

7.  Interest  in  writing.  (Early  readers  are  of- 
ten early  writers.) 

8.  Preference  for  being  read  to  as  favorite 
activity. 

9.  Demonstration  of  knowledge  of  time  rela- 
tionships in  stories  and  in  everyday  occur- 
rences, e.g.,  understanding  of  clocks,  of 
calendars,  etc. 

Performance 

Psychomotor  development  is  frequently,  but 
not  always,  commensurate  with  verbal  develop- 
ment in  precocious  children. 

"They're  into  Everything."  This  is  a com- 
mon cry  of  parents  whose  children  are  going 
through  the  terrible  twos  — or  through  the 
year  before  or  the  year  after.  Bright  children 
are  no  different  from  "average"  children  in 
this  regard.  They  may,  however,  begin  to  "get 
into  everything"  a little  sooner.  Parents  of 
these  children  have  cited  the  following  as  char- 
acteristic of  their  toddlers: 

1.  Walking  early.  (Some  children  are  some- 
what slow  in  this  aspect  of  development, 
seemingly  to  permit  concentration  on  ver- 
bal skills.) 

2.  Building  towers  of  blocks,  replacing  and 
removing  jar  caps,  particularly  before  age 
one. 

3.  Holding  a pencil  or  a crayon  and  drawing 
and/or  writing. 

4.  Learning  quickly  to  button  and  to  tie. 

5.  Understanding  games  intended  for  older 
children,  e.g..  Go  Fish  at  age  three. 

6.  Concentrating  for  long  periods  of  time. 

7.  Playing  happily  with  older  children. 

"How  Did  He  Think  of  That?"  Precocious 

children  are  often  inventive.  They  frequently 
devise  words  or  concepts  to  classify  items 
(toys)  and  are  quite  elaborate  in  their  imagina- 
tive play.  They  generally  demonstrate  the  fol- 
lowing traits: 

1.  Ability  and  interest  in  finding  multiple 
use  for  common  objects  such  as  boxes, 
pots,  and  pans. 

2.  Invention  and  construction  of  objects  or 
toys  from  cardboard  and  from  other 
"throw  aways." 

3.  Little  domination  by  external  stimuli,  e.g., 
invents  own  games;  is  content  to  play 
alone. 
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4.  Independence;  experiments  with  or  tests 
situations;  highly  curious;  sometimes  a 
daredevil. 

As  a Parent,  What  Should  I Do? 

There  are  no  hard  and  fast  rules  about 
what  a parent  should  do.  What  is  most  com- 
fortable for  the  parent  is  probably  what  is 
best  for  the  child,  financially  and  psychologi- 
cally, The  following  questions  are  frequently 
asked,  but  the  answers  provided  should  in  no 
way  be  considered  conclusive;  they  are  in- 
tended to  be  suggestions  that  may  be  helpful. 

1.  How  much  time  should  parents  spend 
with  a precocious  preschooler? 

Interaction  between  parent  and  child  is  in- 
valuable. Some  parents  may  set  aside  a speci- 
fied time  each  day  in  which  they  give  the 
child  undivided  attention.  Others  may  find  this 
an  impossible  task.  Whatever  the  plan,  the 
time  spent  together  should  be  enjoyable.  If  a 
parent  feels  tired  and  impatient,  it  is  better  to 
postpone  this  effort  to  a more  appropriate 
time. 

Because  bright  children  are  so  receptive  to 
language,  parents  often  unwittingly  provide  an 
excellent  learning  opportunity  by  talking  as 
they  work.  While  cooking  dinner  or  while 
working  in  the  garden,  a parent  can  provide 
an  interesting  experience  just  by  explaining 
what  he/she  is  doing.  Bright  children  are  ex- 
ceptionally curious  and  will  probably  be  eager 
to  have  parents  share  in  this  way. 

2.  What  types  of  toys  are  desirable? 

The  home  and  the  surrounding  environment 
should  be  as  stimulating  as  possible  in  relation 
to  the  child's  age,  his  interests,  and  his  imagi- 
nation. In  choosing  toys  and  games,  parents 
should  remember  that  the  home  can  be  a 
learning  laboratory.  Items  need  not  be  costly 
(e.g.,  crayons,  finger  paints,  records),  and  some 
may  entail  no  expense  (e.g.,  cardboard  boxes, 
crates,  wood,  plastic  bottles). 

Toys  should  be  fun,  interesting,  and  chal- 
lenging, and  should  grow  with  the  child  while 
teaching  motor  control  and  basic  learning 
skills.  Children  should  not  be  given  a toy  that 
is  far  too  advanced  or  too  simple  as  this  may 
discourage  them.  Perhaps  the  best  rule  to  fol- 
low is  for  parents  to  be  aware  of  their  child's 
abilities  and  to  choose  toys  appropriately.  Chil- 
dren should  not  be  overwhelmed  with  only 
learning  toys;  all  children  need  toys  to  cuddle 
and  to  love. 

3.  What  can  be  done  to  encourage  the 
child's  interest  in  books  and  in  reading? 

Bright  children  need  and  want  to  be  sur- 
rounded by  books.  These  books  should  be 


both  on  their  level  and  a step  ahead.  They 
should  be  readily  available  and  accessible,  in 
the  children's  rooms  or  on  the  lower  shelves 
of  the  family  library.  At  all  times  these  chil- 
dren should  be  encouraged  to  read  and  to  be- 
lieve that  reading  is  an  enjoyable  activity. 

Bright  children  are  often  happiest  curled  up 
beside  an  adult  who  is  reading  a story.  Even 
after  reading  "The  Adventures  of  Sammy 
Squirrel"  six  times,  the  child  is  ready  to  hear 
the  story  again  and  again  while  the  parent 
may  want  to  hide  the  book  permanently. 
Those  who  begin  reading  before  first  grade 
may  still  prefer  being  read  to.  Although  read- 
ing to  and  with  these  children  is  time-consum- 
ing, it  is  an  invaluable  experience  for  them. 

Precocious  children  also  enjoy  visiting  the 
library.  Parents  will  find  most  librarians  very 
helpful  in  selecting  books  for  the  child. 

4.  Should  parents  wait  for  the  school  to  do 
the  teaching? 

Parents  should  not  be  afraid  to  teach.  One- 
to-one  teaching  is  not  only  educationally 
sound,  but  it  is  superior  for  the  very  young 

child.  The  cue  for  readiness  to  learn  is  the 

child's  own  interest  and  excitement. 

The  above  question  is  generally  asked  in 
connection  with  reading.  Many  parents  hesitate 
to  teach  reading  because  they  feel  they  are 
not  qualified  or  because  they  fear  the  child 
will  later  become  bored  in  school.  Precocious 
children  generally  teach  themselves  to  read  by 
asking  the  right  questions  at  the  right  time. 

There  is  never  any  harm  in  answering  these 

questions. 

Children  are  constantly  learning  without 
formal  instruction.  Therefore,  parents  should 
encourage  children  to  explore  and  to  ask  ques- 
tions. Bright  children  want  answers,  but  these 
should  be  brief;  no  three-year-old  wants  a dis- 
sertation no  matter  how  intelligent  he  is. 

Children  of  any  age  should  not  be  pressured 
to  learn,  but  neither  should  they  be  underesti- 
mated. Observant  parents,  cogizant  of  the 
needs  and  interests  of  their  child,  can  provide 
the  encouragement  necessary  for  happiness  and 
for  appropriate  adjustment. 

5.  How  should  a preschool  be  selected? 

Private  establishments,  public  facilities,  and 

churches,  provide  a plethora  of  day  care/pre- 
school opportunities  for  young  children.  These 
range  from  "mother's  day  out"  babysitting 
care  to  preschool  kindergartens  taught  by  well- 
educated  personnel.  If  one  is  contemplating  en- 
rolling his/her  child  in  a preschool  situation, 
the  following  are  worthy  of  inquiry  and/or  ob- 
servation during  a visit  to  the  school(s)  under 
consideration. 
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a.  Teacher-child  ratio  (Recommended  ratios 
vary  according  to  children's  ages.) 

b.  Educational  philosophy. 

c.  Activity  program,  e.g.,  provisions  for  crea- 
tivity, music,  motor  development. 

d.  Program  plan,  i.e.,  babysitting  service  vs. 
planned  activities. 

e.  Attitudes  toward  and  treatment  of  chil- 
dren, 

f.  Physical  setting,  e.g.,  cleanliness,  spacious- 
ness, attractiveness. 

g.  Types  of  and  variety  of  equipment, 
books,  toys  available  for  children's  use. 

h.  Enrichment  experiences  available,  e.g.,  field 
trips  (to  the  zoo,  to  the  library,  to  the 
park,  to  the  bakery),  films,  visits  by  local 
citizens  (policeman,  fireman,  shop  owner). 

i.  Educational  background  of  the  director 
and  of  the  teachers. 

6.  What  about  early  admission  to  ele- 
mentary school? 

If  a parent  feels  that  his  child  is  too  ad- 
vanced for  kindergarten,  it  is  possible  to  make 
appointments  with  the  regular  school  to  have 
the  child  interviewed  and  tested.  A parent 

needs  to  call  the  school  in  question  and  to 
talk  to  the  principal.  Care  must  be  taken  not 
to  push  the  child.  Much  may  be  gained  by 
early  admission,  but  a child  can  also  be  emo- 
tionally damaged  if  learning  is  overemphasized. 
A parent  should  allow  his  child  to  learn  at  his 
own  rate  and  in  his  own  way. 

The  ability  to  do  well  on  tests  is  a com- 
mon characteristic  of  bright  children  of  school 
age.  Formal  intelligence  testing  done  when  a 
child  is  six  correlates  relatively  highly  with  in- 
telligence at  age  eighteen,  and  such  scores  are 


— CONTINUED  FROM  PAGE  36“ 

required  to  maintain  a T4  above  10  with  a TSH 
below  15,  is  5 micrograms/kilogram.  The  group  in 
Oregon  has  found  that  a dose  of  50  micrograms  a 
day  of  T4  will  reduce  TSH  to  virtually  normal 
levels  in  a period  of  approximately  2-4  weeks.^  ^ 

The  investigations  in  Quebec  provide  the  only 
data  with  any  attempt  to  measure  intelligence  in 
groups  of  patients  detected  by  neonatal  screening. 
At  this  time,  the  Griffith  I.Q.  test  on  children  from 
12-18  months  indicate  no  significant  difference 
between  control  and  the  treated  hypothyroid 
population  (Table  7).^^  The  difficulty  in  assessing 
the  levels  of  intelligence  at  this  age  is  quite 
familiar.  Nevertheless,  these  are  the  only  quantita- 
tive data  available  at  this  time. 

Future  data  will  provide  us  with  a more  defini- 
tive answer  concerning  the  efficacy  of  neonatal 
screening  programs.  Institution  of  early  therapy  of 


generally  predictive  of  school  performance. 
Tests  for  children  below  age  three,  however, 
do  not  correlate  significantly  with  adult  intelli- 
gence. Instead,  such  testing  is  similar  to  a 
pediatrician's  examination;  it  gives  a picture  of 
where  the  child  is  at  a given  time. 

Some  school  programs  require  or  recommend 
testing  for  the  placement  of  children  whose 
precocious  behavior  indicates  the  possibility  of 
admission  to  a particular  preschool  program. 
Such  a procedure  seems  more  reasonable  in 
the  later  preschool  years.  Because  performance 
on  tests  of  this  type  can  be  influenced  by  any 
of  the  factors  that  shape  psychological  develop- 
ment, tests  should  not  determine  future  expec- 
tations either  educationally  or  otherwise.  Tests 
should  never  become  a standard  by  which  one 
gauges  a child's  behavior. 

Testing  itself  is  not  necessarily  harmful  to  a 
child,  but  what  is  done  with  the  results  can 
be.  Parents  who  know  they  have  a bright  child 
should  feel  no  compulsion  to  prove  this  by 

tests;  they  should  simply  try  to  meet  the 

child's  needs  in  the  home  and  in  the  school 
environment. 

A precocious  child  is  a child  first,  but  he  is 
a child  who  happens  to  be  very  bright.  His 
abilities  are  inconsequential  to  him  since  he 

has  known  nothing  else.  As  with  all  pre- 

schoolers, parents  of  bright  children  should  be 
available  to  give  love,  encouragement,  and  the 
opportunity  for  achievement.  Helping  in  this  way 
will  enable  these  children  to  move  toward  the  goals 
they  choose. 


References  On  Request 


cretins  should  reduce  the  number  requiring  institu- 
tionalization. The  cost  of  an  early  diagnosis  of  each 
infant  with  congenital  hypothyroidism  with  an 
incidence  in  one  in  5,000  would  be  approximately 
$5,000.  One  can  assume  that  the  20%  of  infants 
with  a delayed  diagnosis  with  I.Q.  values  below  50 
would  require  institutional  or  residual  care  at  the 
cost  of  $5,000  annually  for  30  years.  An  additional 
50%  of  late  treated  infants  will  require  special 
education  at  an  estimated  cost  of  $3,000  yearly,  in 
excess  of  the  average  cost  of  educating  a normal 
child  for  years. 

Thus,  the  added  cost  of  special  education  care 
for  10  infants  with  congenital  hypothyroidism  in 
the  absence  of  an  early  detection,  might  approxi- 
mate $480,000.  The  cost  of  screening  10  infants 
would  not  exceed  $200,000.  In  addition,  the  10 
infants  treated  early  might  well  be  productive 

citizens.^  References  On  Request  
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The  Children’s  Hospital  Expansion  Program 


The  Children's  Hospital  announces 
that  as  a result  of  a long-range 
study  to  provide  for  major  changes 
in  pediatric  health  care  in  Alabama 
during  the  next  25  years  it  will  de- 
velop a major  addition  which  will 
provide  for  expanded  roles  and 
consolidate  a number  of  pediatric 
agencies  currently  located  through- 
out the  DAB  Medical  Center. 

These  providers  include  the  Chil- 
dren and  Youth  Program,  the  Ala- 
bama State  Crippled  Children's 
Service  in  Birmingham,  the  Speech 
and  Hearing  Program  for  pediatric 
testing  and  therapy,  and  the  School 
Athletic  Program,  a support  func- 
tion of  all  schools  in  the  Birming- 
ham area. 

The  160-bed  non-profit  facility, 
located  immediately  adjacent  to  the 
University  of  Alabama  in  Birming- 
ham Medical  Center  complex,  saw 
patients  from  every  county  in  the 


J.  E.  Stibbards 
Executive  Director 

state  in  1 978.  Approximately 
90,000  patients  were  seen  through 
the  hospital's  emergency  room  and 
specialty  clinics  and  another  10,000 
were  admitted  as  inpatients. 

In  close  affiliation  with  the  UAB 
Departments  of  Pediatrics,  Anes- 
thesia, Surgery  and  the  UAB 
School  of  Dentistry,  the  hospital 
conducts  a major  teaching  program. 
Residences  are  offered  in  medical 
and  surgical  specialties,  anesthesia, 
graduate  nursing,  physical  therapy, 
dentistry,  medical  technology,  play 
therapy,  dietetics,  hospital  adminis- 
tration, pharmacy,  respiratory  thera- 
py and  other  specialties. 

The  Children's  Hospital  operates 
a round-the-clock  Poison  Control 
Center  for  parents  and  physicians, 
to  provide  consultation  to  those 
whose  children  have  accidentally  in- 
gested or  come  in  contact  with 
potentially  toxic  substances. 


A licensed  pharmacist  supervises  j 

the  calls  and  provides  information  | 

on  symptoms  and  treatment  alterna-  •, 

tives.  Callers  are  advised  to  contact  f 
a physician  if  medication  is  indi-  | 

cated.  Phone  205-933-4050,  and  934-  i 

4606  (MIST  line)— The  new  toll-free  | 

number  is  1-800-292-6678.  | 

The  Children's  Hospital  operates  » 

a Regional  Referral  Burn  Center,  j] 

treating  both  minor  and  highly 
complex  burn  problems.  Patients 
last  year  were  admitted  from  Ala- 
bama, Georgia,  Mississippi  and 

Louisiana. 

The  hospital  is  participating  in 
the  International  Year  of  the  Child. 

By  developing  the  four  main  aims 

of  the  "Speak  Up  For  Children" 
campaign  — nutrition,  health  educa- 
tion, immunization,  accident  and 

poison  prevention  — the  hospital 
believes  that  its  pledge  to  treat  the 
"total  child"  can  be  met. 


Now  there'^s  help 
for  the 

alcoholic  patient. 

More  than  ever  before,  physicians  are  facing  this  problem. 
Now,  there  is  an  answer. 

After  extensive  research,  Brookwood  Health  Services 
has  developed  the  Alcoholism  Recovery  Program  which 
is  offered  by  Brookwood  Lodges  at  Valley  Springs, 
Alabama. 

The  program  includes  four  phases:  Detoxification  and 
miedical  treatment  at  Brookwood  Medical  Center,  a 28 
day  treatment  program  at  Brookwood  Lodge,  liaison  with 
appropriate  community  groups  and  an  extensive,  two 
year  "after  care"  program. 

This  program  is  approved  by  Blue  Cross  and  most 
other  major  health  insurers.  It  is  the  only  program  of  its 
kind  in  Alabama. 

When  an  alcoholic  patient  turns  to  you  for  help,  contact 
Dr  Jack  C.  Whites  at  Brookwood  Lodge/ Valley  Springs, 
Warrior,  Alabama.  Phone  647-1945. 


Brookwood 

Lodges 


The  Alcoholism  Division  of  BROOKWCOD  HEIALTH  SERVICES,  INC. 
2000- D Brookwood  Medical  Center  Drive  • Birmingham,  Alabama  35209 
Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 
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PHYSICIAM^S  PLACEMENT  SERVICE 

The  Medical  Association  ot  ttie  State  ol  Alabama  maintains  the  Ptivsicians'  Placement  as  a seivice  In  the  medical  pinfession  in  the  state  ot  Ala- 
bama Oppoi  tunitios  tni  piactice  in  Alabama  will  be  published  and  will  be  distiibiited  tn  physicians  makimi  inqunv  Phvsui.ins  wishing  to  estab- 
lish pi  act  I ce  a I e invited  to  submit  a resume  to  b>-  u > pt  on  1 1 li  with  I In  Assoc  lat  ion . F m i ii  1 1 tiei  i n to  i mat  mn  w i it  r Mr.  [ m met  t Wyatt,  Executive 
Assistant,  MASA,  P.O-  Box  1 900-C , M on  tgome  i y , Alaba  ma  iblO-loi  ca  1 1 ( 90 ‘j ) 2 b J-u44  1 . 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


ANESTHESIOLOGY:  Age  36:  Andhra  Med- 
ical College,  1963;  seeking  practice  in 
specialty  or  associate  in  a town  with  a 
population  of  25,000  or  more.  Available 
July  1979.  LW-02179 

* * * 

FAMILY  PRACTICE:  Age  31;  University  of 
Alabama,  1974;  Board  Eligible  in  Family 
Practice;  seeking  general  practice  preferably 
in  the  southern  part  or  on  the  coast. 
Available  immediately.  LW-02279 
★ * * 

FAMILY  PRACTICE:  Age  37;  Ranga  Raya 
Medical  School,  1972;  will  be  American 
Board  Eligible  in  1979;  seeking  practice  in 
specialty  preferably  in  Birmingham  and 
suburban  areas.  Available  July  1979. 
LW-02379. 


INTERN;  Age  31;  UAB  1975;  seeking  prac- 
tice in  Internal  Medicine  in  south  Alabama 
or  Mobile  area.  Available  1980.  LW-02. 

* ★ * 

INTERN:  Age  29;  UAB  1975;  seeking  prac- 
tice in  General  Surgery /General  Practice  in 
city  of  50,000  to  150,000  population. 
Available  July  1979.  LW-03. 

* * * 

INTERNAL  MEDICINE:  Age  36:  Medical 
College  of  Georgia,  1973;  American  Board 
Certified  in  Internal  Medicine;  seeking  prac- 
tice in  specialty  preferably  in  the  southern 
part  of  Alabama.  Date  Available  for  practice 
is  open.  LW-1 117  8. 

* * * 

INTERNAL  MEDICINE:  Age  32:  North- 

western University,  1972;  American  Board 
Certified  in  Internal  Medicine;  seeking  prac- 
tice in  primary  care  in  a town  with  a 
population  of  10,000  to  30,000.  Available 
May  1979.  LW-02479. 

OBSTETRICS  & GYNECOLOGY:  Age  30; 
Meharry  Medical  College,  1973;  will  be 
American  Board  Eligible  in  1979;  seeking 
practice  in  partnership,  single  specialty 
group  or  multi-specialty  group.  Available  as 
of  July  1979.  LW-13835. 

* * * 

OPTHALMOLOGY:  Age  28;  Duke,  1976; 
seeking  practice  in  Ophthalmology  or 
Academic  in  a town  of  75,000  plus  popula- 
tion. Available  January  1981.  LW-02579. 

* * * 

ORTHOPEDICS:  Age  30;  University  of 

Alabama,  1973;  National  Board;  seeking 
practice  in  the  Northern  section  of  Alabama 
in  a town  of  30,000  or  more  population. 
Available  July  1979.  LW-09378. 

* * * 

PSYCHIATRY:  Age  44;  University  of 

Toronto,  1959;  American  Board  Certified; 
seeking  practice  in  Psychiatry  preferably  in 
the  southern  section  of  Alabama.  Available 
for  practice  in  the  near  future.  LW-02679. 
* * * 

PSYCHIATRY;  Age  28;  University  of  Iowa, 
1976:  American  Board  Eligible  in  June 


1979;  seeking  practice  in  specialty  or  private 

practice.  Available  July  1979.  LW-09578. 

* ★ * 

ORTHOPEDIC  SURGEON:  Age  31;  Medi- 
cal College  of  Georgia,  1972;  seeking  prac- 
tice in  town  of  50,000  population.  Available 
August  1979.  LW-701. 

ORTHOPEDIC  SURGEON:  Age  30;  Uni- 
versity of  Tennessee,  1973;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  15,000  or 
greater.  Available  for  practice  January  1980. 
LW-11478. 

SURGEON:  Age  21;  UAB  1973;  National 
Board;  seeking  associate  practice  in  town  of 

25,000  plus  population.  Available  July 
1979.  LW-400. 

SURGEON/UROLOGICAL:  Age  30; 

University  of  Alabama,  1974;  American 
Board  Eligible  in  1979;  seeking  partnership, 
single  specialty  group  or  solo.  Available  July 
1979.  LW-12031. 

SURGEON:  Age  34;  Vanderbilt  1970; 

National  Board;  seeking  practice  in  town  of 
10,000-200,000  population.  Available 
September  1979.  LW-401. 


GENERAL  SURGERY;  Age  32;  Case 
Western  Reserve  Univ.,  1974;  seeking  prac- 
tice in  solo  or  group  practice.  Available  July 
1,  1979.  LW-02879. 

* * ★ 

GENERAL  SURGERY:  Age  34;  Temple 

University,  1969;  American  Board  Certified; 
seeking  practice  in  a town  with  a population 
of  more  than  50,000.  Available  November 
1979.  LW-02979. 

GENERAL  SURGERY;  Age  29;  University 
of  Mississippi;  seeking  practice  in  Alabama. 
LW-02779. 

SURGERY:  Age  45;  Tufts  University,  1957; 
seeking  assistant  or  associate  practice  in  a 
town  with  a population  over  50,000.  Avail- 
able December  1979.  LW-021079. 

UROLOGY:  Age  30;  Yale  Univ.,  1974; 

National  Board;  seeking  associate  practice  or 
hospital-based  practice.  Available  June 
1979.  LW-800. 

UROLOGY:  Age  31;  New  York  Medical 
College,  1974;  seeking  practice  in  a group, 
partnership  or  solo.  Available  July  1,  1979. 
LW-07278. 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 


PL  D I A T R I C I A N - Wanted  to  |oin  estab- 
lished three  man  pediatric  group.  All  are 
board  certified.  Excellent  timge  benefits 
from  our  professional  corporation.  Un- 
limited recreational  activities  with  quality 
schools  and  churches  in  this  metropolitan 
central  Alabama  city.  PW-16. 

INTERNIST — Excellent  opportunity  for  as- 
sociation with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

RADIOLOGIST  Must  be  experienced  and 
capable  in  all  phases  of  special  procedures 
including  angiography,  ultrasound.  CT,  and 
nuclear  medicine.  Immediate  opening  in 
expanding  mult ispec lal t y private  hospital  in 
progressive  city  of  50.000  in  Southeast 
Alabama.  Salary  open  to  negotiation.  PW-27 

FAMILY  PHYSICIAN  Opportunity  to  es- 
tablish gratifying  practice  m Southwest  Ala 
bama  community  of  9,000  with  a trade  area 
of  25,000,  located  within  minutes  of  Mobile 
and  Gull  Beaches.  Associations  with  es- 
tablished family  physician  possessing  well- 
equipped  offices  available.  Invitation  to  visit 
with  expenses  paid  will  be  directed  to  those 
who  qualify.  PW-2  6 

OPPORTUNITY  for  Surgeon,  Family  Practi- 
tioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 

35,000  population,  located  100  miles  north- 
west of  Bumingham.  May  beg  in  as  assoc late 
working  with  three  other  physicians  or  solo 


working  with  same  doctors.  Office  space 
immediately  available.  Excellent  location 
near  mountain  lakes,  river,  hunting,  fishing, 
boating,  golfing  and  nearby  to  Metropolitan 
Area.  PW- 14. 


OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS- 
Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 
city  40  miles  --  population  of  200,000; 
nearest  hospital  20  miles;  last  physician  in 
town  died  12  years  ago;  equipped  three 
room  clinic  available  with  guaranteed  salary 
or  option  to  purchase;  principal  sources  of 
income  m community  are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-09178, 

Town  of  1,000  population;  trade  area 

20,000  in  Southeast  Alabama;  nearest  large 
city  165,000  population  35  miles:  Principal 
sources  of  income  in  community  are 
farming  and  lumber  industries;  2 churches,  2 
schools;  social  activities  include  service  clubs 
and  country  club.  Presently  all  medical 
services  at  the  family  practice  clinic  are 
provided  by  residents  of  the  family  practice 
residency  training  program  on  a rotation 
basis.  The  clinic  is  in  its  third  year  of 
operation.  The  city  is  seeking  a full  time 
physician  to  serve  as  director  of  the  clinic 
through  a grant  from  the  National  Health 
Service  Corps.  PW-02179. 
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CLASSIFIED  ADVERTISING 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Cential 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7545,  evening  hours  553-2198. 


family  PH YSI C I ANS— Two  (2)  General  Surgeon  one  (1)  either  or 
two  offices  in  Mobile.  Flexible  arrangements  in  a very  small  group. 
G.  L.  Spafford,  P.O.  Box  160272,  Mobile,  AL  36616. 


ALABAMA:  Emergency  Physician:  Full  time,  $70,000  * per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  Emergency  Depart- 
ment, Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639,  Manna  del 
Rey,  CA  90291,  Phone  (213)  822-1312. 


Outstanding  multi-hospital  emergency  group  has  excellent  oppor- 
tunities available  in  Greenville,  Missippi.  Fly  to  Mississippi,  work 
6-16  shifts,  spend  the  other  20  days  in  California.  Fee-for-service. 
Malpractice  insurance  provided.  No  accounting,  billing,  or  personnel 
problems.  Contact:  Garland  Holloman,  M.D.,  Delta  Medical  Center, 
1400  E.  Union  Street,  Greenville,  Mississippi  38701  (601)  378-3783 
or  John  Stein,  897  MacArthur  Boulevard,  San  Leandro,  California 
94577  (415)  638-3979. 


FP’s,  Ala.  & Missouri,  $40,000  guarantee,  moving,  free  rent, 
other;  C.V.  to  Dr.  R.  E.  Wiltsie,  P.O.  Box  57026,  Birming- 
ham, Ala.  35209. 


This  sixty-four  bed  ultra-modern  facility  offers  indi- 
vidualized, intensive,  yet  comprehensive  treatment  for 
emotional  disorders.  Specifically  designed  to  meet  the 
unique  and  specialized  needs  of  the  emotionally  ill 
patient,  the  facility  also  offers  treatment  programs 
for  addictive  disease,  adolescents,  and  general  psychi- 
atric patients. 

All  treatment  programs  are  under  the  direction  of 
staff  psychiatrists,  with  a support  staff  of  nursing, 
social  service,  psychology,  special  education,  occupa- 
tional and  recreational  therapy. 

The  Retreat  offers  a full  range  of  routine  diagnostic, 
therapeutic,  laboratory,  X-Ray,  EKG,  EEG  and  elec- 
tro-convulsive treatments. 

The  Retreat  is  a member  of  the  National  Association 
of  Private  Psychiatric  Hospitals;  North  Alabama 
Regional  Hospital  Council;  The  Alabama  Hospital 
Association. 

Fully  accredited  by  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Certified  by  Medicare.  A Blue  Cross 
Member  Hospital. 


0le  treat 

A PR!  VA  TE  PSYCH  I A TRIG  HOSPI TA  L 
Owned  and  Operated  By 

HEALTH  SERVICES,  INC. 

A Wholly-owned  subsidiary  of 

CHARTER  MEDICAL  CORPORATION 

P.O.  Box  1230— Decatur,  Alabama  35602 
Telephone  (205)  350-1450 


The  University  of  Alabama  in  Birmingham  (UAB)  is  seeking  a 
Program  Director  for  the  Internal  Medicine  Residency  Program  in 
Montgomery,  Alabama,  the  state  capitol.  Currently  there  are  15 
residents  in  this  general  internal  medicine  program  which  is 
supported  by  state  appropriations  and  affiliated  hospital  funding 
including  two  VA  hospitals  in  Montgomery  and  Birmingham  and 
several  private  hospitals.  Responsibilities  of  the  position  are  to 
maintain,  direct,  and  further  develop  an  excellent  training  program 
in  general  internal  medicine  based  in  the  Montgomery  area  but  with 
close  ties  to  the  UAB  Medical  Center  in  Birmingham.  The  position  is 
a faculty  position  in  the  Department  of  Medicine  at  UAB  at  a rank 
appropriate  for  the  incumbent.  Applications  should  be  addressed  to 
C.G.  Cox,  Dean’s  Office,  School  of  Medicine,  University  of  Alabama 
Birmingham,  Room  305,  Medical  Education  Building,  University 
Station,  Birmingham,  Alabama  35294.  Deadline  for  receipt  of 
application  is  March  1,  1979.  The  University  of  Alabama  in 
Birmingham  is  an  equal  opportunity  (M/F)  affirmative  action 
employer. 


WANTED:  Board  Certified  Internist  to  do  insurance  type  office 
medical  examinations  in  Alabama.  Excellent  renumeration.  Apply: 
Dr.  Escoffery,  16820  South  West  274  Street,  Miami  , Florida  33031 
(305)  247-7285. 


RADIOLOGY — Seeking  position  as  Locum  Tenens  in  General 
diagnostic  roentgenology.  Alabama  license  and  insurance.  Neal  S. 
Flowers,  M.D.,  209  Langham  St.,  Monroeville,  AL  36460. 


MOUNTAIN  PROPERTY — 4 well-wooded  acres  nestled  in  the 
beautifully  peaceful  Cashiers  Valley  of  western  North  Carolina 
offering  excellent  homesite/investment  opportunity.  1 Vz  miles  via 
graded,  state  maintained  road  to  Highway  107  and  less  than  5 miles 
to  center  of  town.  Elevation  3400’.  Call  collect  after  6:00  p.m. 
904-384-3801. 


FEBRUARY  1979 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


47 


COMMITTEE  OF  PUBLIC  HEALTH 


The  State  Committee  of  Public  Health  took  the 
following  actions  at  its  meeting  on  December  20, 
1978: 

• Approved  the  rabies  fee  of  $4  per  head  for 
public  clinics  for  1 979. 

• Received  a report  of  the  epizootic  of  rabies 
taking  note  of  the  outstanding  contribution  by  the 
Public  Health  Laboratory  in  examining  32  animal 
heads  during  the  last  month  and  reporting  90%  the 
same  day  they  were  received  in  the  Lab. 

• Noted  that  the  32  animal  heads  examined  in 
one  day,  November  28,  1978,  was  the  largest 
number  in  the  history  of  the  Lab  and  the  six 
positives  also  set  a record  for  one  day  and  further 
that  three  positive  heads  for  one  county  added  to 
this  record. 

• Approved  a list  of  proposed  bills  to  be 
introduced  to  the  Legislature  which  included 
amendments  to  the  Venereal  Disease  reporting  law. 

• Approved  the  sharing  of  Juvenile  Onset 
Diabetes  reports  with  the  University  of  Alabama  in 
Birmingham  Medical  Center  for  followup  and 
study. 

• Took  note  of  an  Attorney  General's  Opinion 
governing  the  expenditure  of  conditional  appro- 
priation funds  made  available  by  Gov.  George  C. 
Wallace  to  assist  in  solving  urgent  health  needs, 
particularly  in  the  counties. 

• Received,  for  review  and  comment,  proposed 
rules  and  regulations  for  the  Certificate  of  Need 
Program  and  approved  the  schedule  for  implemen- 
tation. 

• Approved  amendments  to  Health  Systems 
Plans  for  the  Birmingham  Regional  Health  Systems 
Agency  dealing  with  CAT  Scanning  and  deferred 
action  on  the  BRHSA  Plan  change  dealing  with 
nursing  home  bed  needs  for  further  study. 

• Concurred  in  amendments  to  the  North 
Alabama  Health  Systems  Agency  Plan  reallocating 
nursing  home  beds  to  be  consistent  with  the  State 
Medical  Facilities  Plan. 

• Approved  initial  issuance  of  Assurance  of 
Need  for  1 0 health  facilities. 

• Made  favorable  findings  and  recommendations 
for  an  application  for  Shoals  Hospital,  Sheffield, 
for  cost  over-run  and  recommended  that  reim- 
bursement be  withheld  for  one  year. 

♦ * * 

The  following  actions  were  taken  by  the  State 
Committee  of  Public  Health  at  its  meeting  on 
January  17,  1979: 

• Received  a compilation  of  Vital  Statistics 
Laws  Citing  the  Code  of  Alabama,  1975,  for  easy 
reference  and  referral. 

• Approved  the  distribution  of  funds  for  emer- 
gency financial  assistance  to  the  Local  Health 
Departments  in  the  amount  of  $223,500  as  speci- 
fied by  Act  597  of  the  Regular  Session  of  1978 
(the  Appropriations  Bill)  relating  to  conditional 
appropriation  released  recently  by  the  Governor. 


approved  and  other  corrective  measures  and  safe- 
guards are  being  instituted  and  deferred  further 
action  until  the  next  monthly  meeting  for  a 
progress  report. 

• Received  information  on  improved  communi- 
cations between  the  SHPDA  and  HSA  Directors. 

• Gave  favorable  findings  and  recommendations 
to  the  following  facilities:  Elba  Nursing  Home, 
Elba,  for  an  addition  of  12  skilled  and  12 
intermediate  care  beds;  and  the  Chattahoochee 
Valley  Artificial  Kidney  Center,  Langdale,  for 
renovation  of  space  and  provision  of  six  renal 
dialysis  stations. 

• Gave  adverse  findings  and  recommendations 
for  Kirkwood  by  the  River,  Birmingham,  for  a 51 
skilled  bed  addition  to  a health  facility  because  of 
failure  to  conform  to  the  Medical  Facilities  Plan. 

• Approved  a Memorandum  of  Understanding 
regarding  End  Stage  Renal  Disease  between  the 
SHPDA,  SHCC  and  Network  Coordinating  Council 
18. 

• Approved  a schedule  for  the  Certificate  of 
Need  Program  implementation  and  also  advised  of 
the  urgency  for  early  legislative  action  to  provide 
two  amendments  required  by  DHEW. 

• Approved  a reply  to  Medical  Services  Admin- 
istration inquiry  and  request  regarding  greater 
controls  over  skilled  nursing  facility  and  inter- 
mediate care  facility  beds  and  their  distribution. 

• Denied  a request  for  appointment  of  a 
non-medical  health  officer  for  Hale  and  Perry 
Counties. 

• Received,  for  further  consideration,  the  final 
draft  of  Part  III,  Regulations  Governing  Delegation 
of  Subdivision  Primary  Enforcement  Responsi- 
bilities and  Part  IV,  Regulations  Governing  Infor- 
mation Submittals  for  Property  Divided  Into  Lots 
Not  Less  Than  Three  Acres  in  Size,  for  action  at 
the  February  meeting. 

• Received  a Perinatal  report  from  Robert  L. 
Goldenberg,  M.D.,  Director  of  the  Bureau  of 
Maternal  and  Child  Health  of  the  State  Health 
Department,  reporting  the  need  for  better  perinatal 
and  maternity  care. 

• Received  a report  of  the  Council  on  Animal 
and  Environmental  Health  for  the  December, 
1978,  meeting. 

• Was  advised  that  as  a result  of  a public  hearing 
on  Food  Regulations,  a redraft  and  further  modifi- 
cations of  these  regulations  is  being  made  following 
the  suggestions  and  discussion  received. 

• Took  note  that  the  Clinical  Laboratory 
Administration  of  the  State  Health  Department, 
advises  that  38,695  newborns  have  been  screened 
for  hypothyroidism  and  five  cases  of  Primary 
Hypothyroidism  and  one  infant  with  Congenital 
Thyroxine-Binding  Globulin  Deficiency  gives  an 
incidence  of  Hypothyroidism  of  1 per  6449.  This 
rate  compares  favorably  with  nationally  expected 
screening  results. 
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Mrs.  Aubrey  E.  Terry  The  Hospice  Concept 

President,  A-MASA 


The  later  part  of  October,  I at- 
tended the  1978  Leadership  Con- 
fluence of  the  AMA  Auxiliary  in 
Chicago.  One  of  the  seminars  dealt 
with  the  Hospice  Concept.  I would 
like  to  share  some  information 
from  a paper  by  William  M. 
Markel,  M.D.,  and  Virginia  B. 
Sinon. 

"The  hospice  concept  of  care  for 
the  terminally  ill,  long  practiced  in 
Europe,  has  recently  been  gaining 
acceptance  in  the  United  States. 
Changing  attitudes  toward  health 
care  in  general  and  toward  the  care 
of  the  dying  in  particular  have 
created  a milieu  favorable  to  the 
development  of  programs  based  up- 
on the  hospice  model. 

"The  term  'hospice'  derives  from 
a medieval  word  for  a place  of 
shelter  for  travelers  on  difficult 
journeys.  The  current  use  of  the 
term  to  describe  institutions  de- 
signed to  control  and  relieve  the 
emotional  and  physical  suffering  of 
the  terminally  ill  comes  from  Brit- 
ain, where  many  hospices  have 
been  established  in  the  last  10 
years,  most  notably,  St.  Chris- 
topher's Hospice,  a 54-bed  facility 
in  London. 

"With  St.  Christopher's  as  their 
model,  several  hospice  programs 
have  been  established  in  the  United 
States  and  more  are  in  various 
stages  of  planning.  While  there  may 
be  differences  from  one  program  to 
another,  essential  characteristics 
must  be  present  if  a particular  pro- 
gram is  to  legitimately  use  the 
term  "hospice." 

"A  hospice  is  an  autonomous, 
centrally  administered  program  of 


coordinated  in  and  out  patient  serv- 
ices. This  physician  directed  pro- 
gram of  health  care  delivery  em- 
ploys a multifacited  approach;  nar- 
cotic and  non-narcotic  analgesics  are 
used  in  physical  symptom  control, 
and  the  interdisciplinary  hospice 
team  provides  psychologic,  socio- 
logic and  spiritual  services  as  they 
are  needed. 

"The  patient  and  family  is  the 
primary  unit  of  care  and  services 
are  available  on  a 24-hour,  seven- 
day-a-week  basis.  Hospice  services 
are  also  available  to  the  family  dur- 
ing the  period  of  bereavement. 

"The  psychological  and  social 
problems  that  confront  both  the 
terminally  ill  patient  and  the  pa- 
tient's family  are  often  more  dis- 
tressing than  the  disease  itself;  they 
have  extremely  urgent  and  practical 
concerns.  Depression  and  anxiety 
plague  the  relatives  of  the  terminal- 
ly ill  as  well  as  the  patient. 

"In  the  face  of  the  demanding 
process  of  caring  for  a terminally 
ill  person,  family  members  often 
deny  their  own  needs.  This  can 
lead  to  feelings  of  neglect  and  re- 
sentment. The  hospice  team  is  at- 
tentive to  these  needs  as  well  as 
those  of  the  patient.  It  has  been 
observed  clinically  that  those  who 
are  actively  involved  in  the  process 
of  care  while  the  patient  is  alive 
are  less  prone  to  guilt  and  self-criti- 
cism after  death  than  those  not  in- 
volved. 

"One  of  the  major  goals  of  a 
hospice  program  is  to  maintain  the 
patient's  quality  of  life.  This  in- 
volves taking  those  measures  neces- 
sary — whether  pharmacologic. 


psychologic  or  spiritual  — to  keep 
the  patient  at  his  or  her  optimal 
level  of  functioning. 

Perhaps  the  most  innovative  as- 
pect of  the  hospice  program  is  its 
method  of  delivering  pain  medica- 
tion to  patients.  Generally,  these 
drugs  are  self-administered  by  either 
the  patient  or  family  members.  The 
intention  here  is  to  free  the  patient 
from  dependence  upon  staff  for 
pain  relief  and  to  assume  responsi- 
bility for  the  control  of  his  or  her 
pain. 

"Symptom  control  involves  more 
than  the  administration  of  medica- 
tion. An  environment  that  is  peace- 
ful and  secure,  with  quality  profes- 
sional care  and  family  and  personal 
involverfient  all  play  a role  in  the 
relief  of  pain. 

"The  hospice  team  provides  just 
such  an  approach,  treating  the 
whole  person.  The  typical  team  in- 
cludes the  following  specialities:  so- 
cial work;  occupational,  physical 
and  speech  therapy;  a variety  of 
consultant  services  (e.g.,  psychiatric, 
radiologic,  etc.);  pastoral  care. 

Physician  Supervision 

"These  services  are  directly  super- 
vised by  a physician.  While  the 
hospice  team  is  supervised  by  a 
physician  the  major  burden  falls 
upon  the  nursing  staff. 

"Currently,  these  innovative  pro- 
grams are  dependent  upon  grants 
(whether  public  or  private)  and 
donations.  Standards  and  certifica- 
tion procedures  will  have  to  be  es- 
tablished. A number  of  reports  in- 
dicate that  hospice  care  is  much 
less  expensive  than  acute  care  hos- 
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DEAN’S  REPORT 


Health  Services  For 
North  Alabama 


by  COLIN  CAMPBELL,  M.D. 

Dean,  School  of 
Primary  Medical  Care, 

The  University  of 
Alabama  in  Huntsville 


The  service  function  of  the  UAH 
School  of  Primary  Medical  Care  has 
necessarily  developed  hand  in  hand 
with  its  educational  programs.  It  has 
been  part  of  the  philosophy  of  the 
school  from  its  beginning  that  medical 
students  and  residents  would  spend 
the  bulk  of  their  time  in  patient  care 
settings,  particularly  in  outpatient  set- 
tings. 

It  has  also  been  accepted  from  the 
outset  that  a community-based  medi- 
cal school  in  North  Alabama  oriented 
toward  primary  care  would  utilize  the 
help  and  facilities  of  the  medical  com- 
munity but  would  also  develop  patient 
care  settings  of  its  own  as  required  by 
the  school's  educational  programs. 

"The  large  group  of  excellent  physi- 
cians" in  the  Huntsville  area,  in  the 
words  of  the  McCall  Report,  and  the 
presence  in  Huntsville  of  four  hospitals 
and  other  health  and  service  facilities 
were  important  reasons  for  the  loca- 
tion of  the  School  of  Primary  Medical 
Care  and  have  been  essential  factors  in 
the  School's  healthy  growth.  Beyond 
Huntsville  and  its  immediate  vicinity, 
SPMC  students  and  residents  have 
been  welcomed  into  physicians'  of- 
fices, hospitals,  and  health  agencies  all 
across  North  Alabama. 

Provision  of  Primary'  Care 

Nonetheless,  since  the  UAH  School 
of  Primary  Medical  Care  was  estab- 
lished to  educate  future  physicians  to 
meet  identified  health  care  deficiencies 
in  the  state,  it  is  not  surprising  that  it 
was  necessary  for  the  school  to  pro- 
vide an  additional  and  major  facility  in 
which  students  could  participate 


actively  in  the  provision  of  primary 
health  care.  The  UAH  Ambulatory 
Care  Center  is  such  a setting  that  did 
not  previously  exist  in  which  educa- 
tional programs  emphasizing  primary 
care  and  preventive  health  mainte- 
nance are  carried  out.  As  the  school 
has  matured,  faculty  members  have 
also  brought  to  the  region  and  have 
demonstrated  to  the  students  needed 
consulting  and  tertiary  care  services 
that  enhance  the  quality  of  medical 
care  in  North  Alabama. 

In  providing  its  educational  pro- 
grams, the  UAH  School  of  Primary 
Medical  Care  has  developed,  or  cooper- 
ated in  developing,  health  care  services 
of  a type  and  to  a population  that 
would  not  otherwise  receive  these  serv- 
ices. 30%  of  the  patient  visits  at  the 
UAH  Ambulatory  Care  Center  are  by 
medically  indigent  patients,  a higher 
indigent  load  than  the  Family  Practice 
program  should  carry  while  still  main- 
taining the  broad  social  and  economic 
spectrum  that  is  required  of  family 
practice  residencies.  As  is  usual  in  the 
United  States,  patients  of  the  Ambula- 
tory Care  Center  are  seen  on  a fee-for- 
service  basis.  Nonetheless,  of  the  near- 
ly 110,000  patient  visits  in  the  three 
years  since  the  Center  opened,  about 
33,000  have  been  in  the  medically 
indigent  category. 

To  a number  of  people  for  whom 
health  care  was  geographically  or  fi- 
nancially beyond  their  reach  the 
school  has  provided  services  in  neigh- 
borhood centers.  Family  Practice  resi- 
dents and  faculty  have  staffed  the 
Westside  Medical  Center  since  it  open- 
ed early  in  1974  in  the  Westside 
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Neighborhood  Center  in  south  west 
Huntsville.  Many  people  in  that  part  of 
the  city  can  be  classified  as  the  "work- 
ing poor"  who  are  ineligible  for  Medi- 
caid but  do  not  have  enough  income 
to  pay  the  family  medical  bills.  Cur- 
rently patients  are  seen  at  Westside 
five  half-days  a week  by  Family  Prac- 
tice faculty  and  residents  and  once  a 
week  by  Ob/Gyn  faculty  in  a clinic 
conducted  by  the  Planned  Parenthood 
Association  of  Madison  County.  Ob/ 
Gyn  faculty  also  provide  consultation 
and  family  planning  at  the  Cavalry  Hill 
Friendship  Neighborhood  Center  one 
day  a week  for  the  Madison  County 
Community  Action  Agency. 

Before  the  School  of  Primary  Medi- 
cal Care  had  full  time  faculty  members 
in  Obstetrics  and  Gynecology,  a group 
of  private  obstetrician-gynecologists 
operated  a maternity  clinic  in  the 
Madison  County  Health  Department. 
Today  the  SPMC  Obstetrics  and  Gyne- 
cology faculty,  assisted  by  family  prac- 
tice residents  and  medical  students, 
provide  all  the  physician  staffing  for 
this  clinic,  which  is  the  only  obstetrics 
service  offered  by  the  Health  Depart- 
ment. The  school  provides  comprehen- 
sive prenatal,  labor  and  delivery  care, 
and  post-partum  follow-up  for  about 
250  Maternity  Clinic  patients  yearly. 
Many  of  the  patients  of  the  Ob/Gyn 
Clinic,  held  five  days  a week  in  the 
Ambulatory  Care  Center,  are  also  med- 
ically indigent  or  nearly  so  and  consti- 
tute a patient  population  that  was 
largely  without  medical  services  before 
the  Clinic  opened. 

Tertiary  Care  Clinics 

The  faculty  in  Obstetrics  and  Gyne- 
cology also  hold  two  weekly  tertiary 
care  clinics  in  the  Ambulatory  Care 
Center.  The  Infertility/Endocrine  Clin- 
ic is  conducted  by  the  Ob/Gyn  faculty 
with  Dr.  Makram  Boctor,  SPMC  Asso- 
ciate Professor  of  Internal  Medicine, 
the  only  reproductive  endocrinologist 
between  Nashville  and  Birmingham. 
The  Cervical  Dysplasia  and  Gynecolo- 
gic Oncology  Clinic  is  attended  once  a 
month  by  consultants  from  the  faculty 
in  Gynecologic  Oncology  of  the  Uni- 
versity of  Alabama  School  of  Medicine 
in  Birmingham.  Both  these  clinics  are 
the  first  of  their  kind  in  the  Huntsville 
area.  In  the  estimation  of  Dr.  George 
W.  Corner,  the  School's  Chairman  for 
Obstetrics  and  Gynecology,  mortality 
from  gynecological  cancer  is  second 
only  to  infant  mortality  and  morbidity 


among  North  Alabama's  Ob/Gyn  prob- 
lems. 

In  attempting  to  improve  perinatal 
health  in  this  region,  the  school's 
Ob/Gyn  and  Pediatrics  faculties  have 
worked  with  the  administration,  medi- 
cal and  nursing  staffs  of  Huntsville 
Hospital  to  establish  the  North  Alaba- 
ma Perinatal  Center.  The  first  of  the 
regional  perinatal  centers  in  the  state 
to  become  fully  operational,  the  North 
Alabama  Perinatal  Center  has  been 
funded  for  a year  beginning  Ocotber  1, 
1978,  by  the  State  Bureau  of  Maternal 
and  Child  Health. 

Hard  Work 

"The  Center,"  in  Dr.  Corner's 
words,"  is  the  result  of  much  hard 
work  by  many  dedicated  people  and  a 
beautiful  example  of  cooperation  be- 
tween the  School  and  the  Hospital." 
Co-directors  of  the  North  Alabama 
Perinatal  Center  are  Dr.  M.  Jean 
Quirante,  SPMC  Assistant  Professor  of 
Pediatrics  and  Director  of  the  New 
born  Intensive  Care  Unit  as  Huntsville 
Hospital,  and  Dr.  John  A.  DiPlacido 
SPMC  Assistant  Professor  of  Obstetrics 
and  Gynecology,  who  succeeded  Dr. 
Corner  as  Co-director  in  September. 
Dr.  Quirante  was  the  first  neonatolo- 
gist  in  North  Alabama  when  she  joined 
the  SPMC  faculty  in  1973. 

The  Physician-Directors  are  quick  to 
point  out  that  much  of  the  work  of 
the  Center,  particularly  in  educational 
outreach,  is  being  accomplished  by  the 
two  Perinatal  Educators,  Sheron 
Jones,  R.N.,  B.S.N.  (Obstetrics),  and 
Susan  Scruggs,  R.N.,  B.S.N.  (Nursery). 
Miss  Jones  and  Miss  Scruggs  have 
already  made  site  visits  to  determine 
perinatal  resources  at  all  twenty  North 
Alabama  hospitals  that  provide  perina- 
tal care  and  have  conducted  classes  or 
arranged  for  the  Center  physicians  (all 
SPMC  faculty)  to  teach  classes  for 
physicians  and  nurses  at  many  of  these 
hospitals. 

In  the  past  6V2  years,  Huntsville 
Hospital  has  received  nearly  900  neo- 
natal transports  from  northern  and 
central  Alabama  and  southcentral  Ten- 
nessee. Maternal  transports,  which  be- 
gan on  a regular  basis  with  the  estab- 
lishment of  the  Perinatal  Center,  cur- 
rently average  two  or  three  a week 
from  North  Alabama  communities  as 
far  west  as  Red  Bay  and  as  far  east  as 
Centre 

Of  the  18  high-risk  pregnancies 
transferred  to  Huntsville  Hospital  from 


late  May  through  November  of  1978, 
there  were  fifteen  deliveries,  including 
three  sets  of  twins.  Sixteen  of  these 
eighteen  babies  survived,  indicating  the 
benefit  of  transferring  high-risk  infants 
while  still  in  utero.  Patients  are  also 
referred  to  the  Center  from  the  thir- 
teen North  Alabama  counties  for  con- 
sultation and  especially  for  ultrasound 
examination  and  amniocentesis. 

Cooperative  Effort 

The  Well  Child  Clinic  in  the  Ambu- 
latory Care  Center  is  another  co-opera- 
tive effort  made  possible  by  the  pres- 
ence of  the  school's  faculty  and  car- 
ried out  under  their  director.  The 
Clinic  is  one  of  several  services  for 
which  a need  had  been  recognized  by 
various  agencies  in  the  Huntsville  area. 

The  Junior  League  of  Huntsville, 
United  Way  of  Madison  County,  and 
Huntsville  Hospital  have  taken  the  lead 
with  the  School  of  Primary  Medical 
Care  in  establishing  the  Well  Child 
Clinic,  finding  funds  for  operation, 
and  participating  in  the  Clinic's  work. 
Community  pediatricians  and  other 
physicians  on  the  volunteer  faculty 
give  time  to  service  and  teaching  in  the 
Well  Child  Cl  in  ic.The  SPMC  Chairman 
for  Pediatric  Programs,  Dr.  John  R. 
Montgomery,  directs  the  Clinic,  which 
is  funded  for  its  first  year  through  a 
grant  to  Huntsville  Hospital  from  the 
Appalachian  Regional  Commission. 

The  present  weekly  Well  Child  Clin- 
ic has  been  planned  to  serve  as  parent, 
model,  and  training  ground  for  eventu- 
al satellite  well  child  clinics  in  this 
area.  It  is  a model  in  several  senses:  it 
illustrates  how  a particular  form  of 
health  care  may  be  organized  and 
delivered,  how  community  groups  can 
cooperate  in  an  on-going  health  service 
project,  and  how  a community-based 
medical  school  can  further  the  educa- 
tion of  its  residents  and  students 
through  providing  the  medical  care 
that  makes  such  a project  possible. 

The  Clinic  is  also  a model  for 
parents  in  the  benefits  of  preventive 
health  care  and  maintenance  through 
regular  check-ups.  As  the  first  compre- 
hensive preventive  health  care  service 
in  the  area  for  children  of  low-income 
families,  the  Well  Child  Clinic  draws  a 
patient  population  that  had  previously 
regarded  preventive  health  care  as  a 
luxury  it  could  not  afford.  In  addition 
to  educating  parents  in  nutrition, 
health  hazards,  and  children's  develop- 
mental phases,  the  Well  Child  Clinic 
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attempts  to  instill  an  attitude  that  the 
maintenance  of  good  health  is  worth 
paying  for— and  is  also  in  the  long  run 
economical.  However,  in  keeping  with 
its  role  in  patient  education,  no  one  is 
turned  away  from  the  Well  Child 
Clinic  because  of  inability  to  pay. 

Mrs.  Kathleen  Boland,  the  Nurse 
Practitioner  in  the  Well  Child  Clinic, 
who  handles  much  of  its  operation  and 
patient  care,  reports  that  in  its  first 
half  year  the  Clinic  has  already  detect- 
ed and  treated  or  referred  a number  of 
children  with  congenital  deformities  or 
failure  to  thrive  that  could  have  been 
life-threatening  or  permanently  disabl- 
ing if  not  diagnosed  early.  A ten-day- 
old  boy  referred  to  the  Clinic  by  the 
Huntsville  Hospital  Nursery  because  of 
low  birth  weight  was  found  to  have 
bilaterally  dislocated  hips.  Quick  refer- 
ral to  the  Crippled  Children's  Center 
for  treatment  averted  the  human  trage- 
dy of  permanent  crippling  and  the 
resultant  financial  burden  on  the  com- 
munity. 

The  Developmental  Disbilities  Clinic 
conducted  by  the  SPMC  faculty  in 
Family  Medicine  and  Pediatrics  is  an- 
other comprehensive  "one  service" 
clinic  that  did  not  exist  in  the  Hunts- 
ville area  until  the  School  of  Primary 
Medical  Care  was  established  and  able 
to  assume  the  key  role  in  its  operation. 
Like  the  Well  Child  Clinic,  the  Devel- 
opmental Disabilities  Clinic  was  estab- 
lished and  is  operated  through  the 
active  cooperation  and  participation  of 
a variety  of  agencies  in  and  near 
Madison  County.  James  W.  Fleming, 
Ph.D.,  Assistant  Professor  of  Pediatrics 
and  of  Family  Medicine,  organized  the 
Developmental  Disabilities  Clinic  and 
has  served  as  Coordinator  since  it 
opened  in  October,  1977. 

Interdisciplinary  Team 

The  Clinic  brings  together  each 
month  at  one  time  and  in  one  place 
Family  Practice  faculty  and  residents, 
mental  health  professionals,  social 
workers,  and  medical  students  on  pedi- 
atric rotation.  This  interdisciplinary 
team  examines  children  and  young 
adults  with  developmental  problems  to 
make  an  assessment  of  needs  and 
specific  recommendations  for  rehabili- 
tation programs  to  referring  physicians 
and  agencies.  Patients  are  often  re- 
ferred for  therapy  to  such  participat- 
ing agencies  as  the  Crippled  Children's 
Service  and  the  Huntsville  Rehabilita- 
tion Center. 


To  date,  the  Clinic  has  seen  75 
patients.  Professionals  in  the  Hunts- 
ville area  who  have  been  working  with 
developmental  disabilities  over  the 
years  have  been  enthusiastic  about  the 
comprehensive  services  possible  only 
through  an  integrated  clinic  of  this 
kind.  From  the  School's  point  of  view, 
such  an  approach  provides  a good 
behicle  for  training  family  practice 
residents  and  medical  students  in  com- 
prehensive care  and  in  utilization  of 
multiple  community  resources. 

Two  tertiary  care  pediatric  clinics  in 
the  Ambulatory  Care  Center  are  made 
possible  through  the  participation  of 
Pediatrics  faculty  from  the  University 
of  Alabama  School  of  Medicine  in 
Birmingham.  The  Cystic  Fibrosis  and 
Chronic  Pediatric  Pulmonary  Disease 
Clinic  is  held  monthly,  and  the  Pediat- 
ric Nephrology  Clinic  is  held  every  two 
months.  No  clinics  of  either  type  were 
conducted  in  North  Alabama  before 
the  existence  of  the  School  of  Primary 
Medical  Care. 

Some  of  the  increased  capacity  for 
patient  care  in  North  Alabama  results 
from  consultation  services  by  SPMC 
faculty  to  North  Alabama  physicians 
and  from  the  care  of  service  patients  at 
Huntsville  Hospital.  All  hospital  serv- 
ice patients  in  both  Medicine  and 
Obstetrics/Gynecology  are  cared  for 
by  SPMC  faculty,  assisted  by  family 


practice  residents  and  medical  stu- 
dents. 

The  approximately  1,000  patients 
admitted  to  Huntsville  Hospital  in 
1978  under  the  service  of  the  SPMC 
Chairman  for  Internal  Medicine,  Dr.  J. 
Ellis  Sparks,  comprise  all  patients  ad- 
mitted to  Medicine  without  a previous- 
ly designated  physician,  plus  referral 
patients  requiring  hospitalization. 

In  addition,  the  Internal  Medicine 
faculty,  particularly  the  endocrinolo- 
gist, Dr.  Boctor,  and  Dr.  LeRoy  Harris, 
specialist  in  infectious  disease,  provide 
consultation  services  for  hospitalized 
patients  of  private  physicians. 

Patient  Care  Essential 

Patient  care  is  essential  to  the 
School's  basic  educational  function. 
The  Nature  and  scope  of  the  School's 
patient  care  activities  are  determined 
by  its  commitment  to  education  for 
comprehensive  forms  of  health  care 
that  will  detect  problems  early,  man- 
age them  consistently,  and  most  im- 
portant, teach  people  how  to  keep 
health  problems  from  occurring  in  the 
first  place. 

The  extent  to  which  the  School's 
health  services  are  part  of  community 
and  regional  endeavors  augurs  well  for 
the  continued  improvement  of  health 
care  in  North  Alabama. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use.  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity:  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g..  operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i e , dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I V . it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0 25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  / e , 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2’/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated). 


INJECTABLE  Although  promptly  controlled,  seizures  may  return;  readmmister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm'increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea. hyperventilation,  laryngospasm  pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence  confu- 
sion. coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  1 V fluids,  adequate  airway  Use 
levarterenol  or  metarammol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets.  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500, 
Tel-E-Dose"  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10, 
Vials,  10  ml,  boxes  of  1.  Tel-E-Ject"  (disposable  syringes),  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol.  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1 5%  benzyl  alcohol  as  preservative 


Roctie  Laboratones 

Division  of  Hoffmann-La  Roche  Inc 

Nulley.  New  Jersey  071 10 


2-MG,  5-MG, 
lO-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT® 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
lO-ML  VIALS 
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ONLYVALIUM^(diazepam) 

GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXIBlirTY 


PSYCHOTHERAPELmC 


SKELETAL  MUSCLE 
RELAXANT 


ONLY 


VAUUM 


ralazepam) 


HAS  THESE  TWO 
DISHNCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information. 
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CQMKEYSYSTEMS 


TALK,  PAGE,  PL  A^  MUSIC,  CALL 
CONFERENCES,GUARD  YOUR  PRI\ACY 
ANDWORKOVERTIME. 

ALLTHIS,PLUS BELL  SERVICE  THAT 
DOESN'T  QUIT 


tttttttU  Llll  I L jjJJ) 


Com  Key*  systems  are  a whole  new  family  of 
phones  that  can  adapt  to  your  business  needs 
Designed  to  give  you  better,  faster  telecommuni- 
cations With  your  employees,  customers, 
and  suppliers 

If  your  business  requires  several  phone  lines, 
we  have  a Com  Key  system  that  can  handle  up  to 
21  incoming  lines  and  route  calls  to  as  many  as  52 
stations.  But,  if  your  needs  aren't  that  large,  investi- 
gate others  in  our  Com  Key  family— a smaller 
system  may  ideally  answer  your  needs 

Standard  features  on  all  Com  Key  systems 
include: 

• Two  distinctive  tones  that  let  you  distinguish 
internal  from  external  calls  If  you're  already  on  the 
phone,  a muted  verbal  message  or  tone  lets  you 
know  another  call  is  standing  by 

• Multi-line  conferencing  that  can  connect  your 
business  line  with  two  or  more  outside  lines 

• Line  buttons  that  pop  up  automatically  when 
you  hang  up  to  minimize  the  chance  of  someone 
inadvertently  picking  up  during  your  conversation. 

• Your  choice  of  console  faceplates,  in  colors 
or  woodgrain,  to  complement  office  decor 

*Trademark  of  AT&T 


Optional  features  include: 

• A ringing  feature  that  keeps  your 
phones  working  even  if  outside 
power  fails 

• Paging  systems  that  can  broadcast 
messages  to  an  entire  office  area  or  to  specific 
departments  Or  carry  background  music  (That 
same  music  can  be  piped  into  the  system's  "hold" 
function,  for  waiting  callers.) 

• A night  transfer  option  (standard  on  the 
model  416)  to  connect  after-hours  incoming  calls 
to  any  phone  in  your  system 

• A privacy  feature  that  keeps  your  conversa- 
tions confidential  when  needed 

• Pre-set  conferencing  that  will  nng  pre- 
selected combinations  of  phones  simultaneously 
(a  feature  that  could  make  lots  of  office 
memos  obsolete) 

Two  more  important  considerations  in  any 
business  phone  decision,  service  and  maintenance. 
At  Bell,  we  take  total  responsibility 

So,  before  you  choose  a new  office  telephone 
system,  call  in  a South  Central  Bell  Account 
Executive  at  no  extra  cost.  And  get  the  total  story 
on  Com  Key  systems 

The  system  is  the  solution. 

fS)  South  Central  Bell 
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A reminder 

ZYIOPRIMT 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
dru^  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  (or 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CDNTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyioprim  shouid  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  In  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis 

In  patients  receiving  PurinethoT  (mercapto- 
purine)  or  Imuran^  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyioprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim*  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalifies  in  renal  function  appear 
In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
fhe  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects 
Mild  reticulocytosis  has  appeared  In  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performer]  especially  during  the  first  few  months  of 
therapy, 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastromtestmal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 

Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
In  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions  Zyloprim’ 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim, 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
If  the  cataracts  predated  the  Zyloprim  therapy,  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  tollowed 
by  Gutman  and  Y'u  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy  Symptoms  suggestive  of  drug  Idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 
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ing, by  Zyloprim  has  not  been  reported. 
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Professionalism  As  A Dirty  Word 

As  far  as  the  prophetic  eye  can  see  there  will  be  an  albatross 
around  the  neck  of  organized  medicine. 

That  albatross  is  the  incredibly  overreaching  decision  last 
November  of  Administrative  Law  Judge  Ernest  G.  Barnes  in 
the  case  of  the  Federal  Trade  Commission  versus  the 
American  Medical  Association,  the  Connecticut  State  Medi- 
cal Society  and  the  New  Haven  County  Medical  Associa- 
tion. 

Judge  Barnes,  eagerly  embracing  the  latest  FTC  dispensa- 
tion that  medicine  is  not  really  different  from  canned 
tomatoes  or  fresh  cabbage,  simply  declared  an  immediate 
end  to  professionalism  in  all  its  manifestations.  All  forms  of 
advertising  and  soliciting  are  for  the  good  of  the  public  and 
the  Republic,  Judge  Barnes  decreed,  and  there  can  be  no 
ethical  or  disciplinary  controls  over  it. 

Striking  even  closer  to  the  heart  of  what  professionalism 
is  all  about.  Judge  Barnes  ordered  the  AMA  (and  theoreti- 
cally all  of  organized  medicine)  to  cease  and  desist: 

"Restricting,  regulating,  impeding,  advising  on  the  ethical 
propriety  of,  or  interfering  with  the  commercial  terms  or 
conditions  on  which  any  physician  contracts  or  seeks  to 
contract  for  the  sale,  purchase  or  distribution  of  his  or  her 
professional  services." 

Translation;  Anything  goes  and  professional  organiza- 
tions are  enjoined  against  doing  anything  about  it.  Ethics, 
discipline  and  order  shall  henceforth  be  considered  in 
restraint  of  trade. 

The  order  remains  in  effect  until  modified  or  finally 
disposed  of.  The  AMA's  appeal  goes  first  to  the  full  FTC 
sitting  as  a judicial  panel  to  review  its  own  actions  at 
another  level,  thence  to  the  U.S.  Circuit  Court  and  finally 
to  the  United  States  Supreme  Court,  where  a final  opinion 
and  order  might  be  entered  in  three  or  four  years. 

Unless  there  is  some  relief  before  then,  medicine  could 
degenerate  into  the  bad  old  days  before  the  reforms  that 
came  in  the  wake  of  the  Flexner  Report  of  1910.  There 
may  not  even  be  anything  to  prevent  the  return  to  diploma 
mills,  since  the  logical  inference  to  be  drawn  from  Judge 
Barnes'  sweeping  order  is  that  quality  control  in  any  of  its 
forms  might  be  considered  in  restraint  of  trade. 

Who  will  benefit  from  this  calculated  chaos?  Certainly 
not  patients,  who  will  have  almost  no  defenses  at  all  against 
hucksters  and  charlatans. 

These  are  dispiriting  times,  but  they  will  pass  because  the 
public  will  eventually  demand  a return  to  professionalism. 

The  real  danger  and  the  real  tragedy  lie  in  what  great 
damage  may  be  done  in  the  interim. 


S.  Lon  Conner 
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PRESIDENT'S  MESSAGE 


MASA’s  Second 
Washington  Trip 


Hiliary  H.  Henderson,  Jr.,  M.D. 


It  was  a pleasant  and  productive  occasion  Feb.  4-5  when  104  Alabama  physicians  and  their 
wives  gathered  in  Washington  for  the  second  year  to  host  the  Alabama  congressional 
delegation. 

That  the  congressmen  themselves  have  also  come  to  value  the  informal  get-together  was 
evident  by  the  fact  that  Senator  Howell  Heflin  and  all  seven  of  the  state's  U.S.  Representatives 
were  there. 

There  were  no  axes  to  grind,  no  special  requests  made  by  our  group.  It  was  a Sunday  night 
gathering,  with  the  reception  and  dinner,  followed  Monday  by  our  tour  of  the  White  House 
and  a briefing  by  AMA's  very  capable  Washington  staff. 

Such  contacts  as  these  are  important  to  get  acquainted  with  our  Congressmen  so  they  will 
know  that  we  care  about  the  leadership  they  are  providing  the  state  in  Washington.  And,  in 
getting  to  know  some  of  us,  they  are  more  likely  to  call  on  us  for  our  views  when  important 
health  legislation  appears  before  one  of  their  committees  or  on  the  floor  of  the  Senate  or 
House. 

Too  often,  Americans  let  the  single-issue  lobbyists,  with  their  full-time  capital  offices,  speak 
for  them  by  default.  It  is  only  through  involvement  in  the  total  process  of  government  that  we 
can  become  a respected  participant  in  it. 

We  want  our  congressional  delegation  to  know  that  while  we  care  very  much  about  the 
future  of  medicine  and  its  effect  on  the  American  people,  we  are  also  interested  in  all 
legislation  bearing  on  our  strength  as  a nation  at  home  and  abroad. 

In  other  words,  the  principal  image  we  want  to  project  to  our  congressmen  is  the  one  we 
have  here  at  home:  we  are  simply  good  citizens  interested  in  good  government. 

I think  we  have  achieved  that  objective  in  two  trips  to  Washington  in  as  many  years. 

I hope  that  we  can  maintain  this  good  relationship  in  the  future  with  subsequent  trips  to 
Washington. 

Those  of  you  who  could  not  make  the  trip  should  try  to  get  to  know  your  Congressman,  to 
insure  the  best  possible  health  care  for  the  people  of  Alabama.  And  there  is  no  better  way  than 
direct  personal  contact. 

Cooperate  with  your  elected  Representatives  and  keep  them  informed  of  our  problems.  Let 
them  know  what  you  think.  That  is  the  only  way  they  can  represent  you. 

I want  to  personally  thank  all  the  doctors  and  their  wives  who  made  the  Washington  trip. 
Looking  forward  to  seeing  you  in  Birmingham  at  our  annual  session  April  19-21. 


MARCH  1979 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


5 


Blue  Cross 

IS  encouraging: 

Alabamisuis^ 
to  give 

health  care  costs 
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As  a doctor,  you  don’t  need  to  be  told  what’s  happening  to 
the  cost  of  health  care.  You  also  don’t  need  to  be  told  about 
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to  work  for  better  health  and  lower  health 
care  costs.  By  exercising,  eating  right  and 
seeing  their  doctors  regularly. 
Together  we  can  tell  all  Alabamians  that 
staying  healthy  is  the  best  way  to  hold  down 
the  high  cost  of  health  care. 


Blue  Cross 
Blue  Shield 


® Registered  Mark  Blue  Cross  Association 
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Dean’s  Report 


A Community 

Medical  Education  Program 

In  Montgomery 


by  J.  J.  Kirschenfeld,  M,D.,  Director 

Montgomery  Internal  Medicine  Residency,  Professor  of  Medicine, 
Associate  Dean  for  Montgomery  Affairs,  University  of  Alabama  in 
Birmingham. 


Medical  Education  came  to  Mont- 
gomery late  in  1968  when  a commit- 
tee was  appointed  by  the  Montgomery 
County  Medical  Society  and  was 
charged  with  the  mission  of  developing 
an  undergraduate  and  graduate  medi- 
cal education  program  for  the  benefit 
of  the  practicing  physicians. 

The  committee,  with  the  help  of  Dr. 
Tinsley  Harrison  who  was  then  in 
retirement,  first  developed  an  elective 
in  medicine  for  junior  and  senior 
medical  students  from  the  University 
of  Alabama  in  Birmingham.  The  insti- 
tution developed  was  the  Montgomery 
Regional  Medical  Foundation,  Inc., 
representing  the  Montgomery  hospitals 
and  their  medical  staffs,  and  the  Coun- 
ty Medical  Society. 

The  teaching  faculty  consisted  of 
physician  volunteers  practicing  in  the 
community,  and  the  participating 
teaching  hospitals  were  St.  Margaret's 
Hospital  and  Baptist  Medical  Center. 
Clinical  affiliation  with  UAB  was 
established  through  Dr.  T.  J.  Reeves, 
then  Chairman  of  the  Department  of 
Medicine,  and  Dr.  Clifton  Meador, 
then  Dean  of  the  University  of  Ala- 
bama Medical  College. 

Several  junior  and  senior  medical 
students  were  recruited  early  in  1969; 
in  July,  1 969,  two  interns  arrived  from 
the  University  of  Alabama  for  a Rotat- 
ing Internship  in  Medicine  which  was 
accredited,  largely  through  the  efforts 
of  Dr.  Harrison.  Soon  thereafter,  a 
small  grant  was  obtained  from  the 
Alabama  Regional  Medical  Program 
enabling  the  program  to  hire  an  admin- 
istrator. 

This  program  continued  to  train 
junior  and  senior  medical  students  on 


electives  from  the  University  of  Ala- 
bama in  Birmingham  until  1974,  when 
a three— year  residency  in  medicine 
was  organized  and  accredited,  with  the 
help  of  Dr.  James  A.  Pittman,  Jr., 
Dean,  University  of  Alabama  in  Bir- 
mingham Medical  College.  The  funding 
for  this  largely  voluntary  program  con- 
sisted of  approximately  $25,000  per 
year  grant  from  the  Regional  Medical 
Program  and  small  contributions  from 
the  hospitals  and  County  Society. 

Expansion 

In  an  attempt  to  expand  the  pro- 
gram, the  Montgomery  Area  Com- 
munity Health  Sciences  Institute  was 
established  in  late  1973  as  a con- 
sortium of  educational  agencies  in 
central  Alabama,  including  the  Uni- 
versity of  Alabama  in  Birmingham, 
Auburn  University  at  Montgomery, 
Montgomery  Regional  Medical  Foun- 
dation, and  the  Montgomery  V.  A. 
Hospital. 

The  consortium  was  established  by 
virtue  of  a Four  Party  Agreement  for 
the  purpose  of  expanding  the  under- 
graduate and  post-graduate  medical 
education  efforts  in  the  Montgomery 
area.  Dr.  S.  Richardson  Hill,  then  Vice 
President  for  Medical  Affairs,  UAB, 
and  Dr.  H.  H.  Funderburk,  then  Vice 
President  for  Auburn  University  at 
Montgomery,  signed  the  agreement. 

Auburn  University  at  Montgomery, 
as  the  administrative  institution,  was 
able  to  obtain  a $100,000  per  year 
state  appropriation  in  late  1974  which 
enabled  the  program  to  obtain  an 
office  at  Huntingdon  College  and  hire 


an  administrative  assistant  and  a secre- 
tary. During  the  same  year,  the  Con- 
tinuing Medical  Education  Program 
was  begun  and  was  accredited  by  the 
Medical  Association  of  the  $tate  of 
Alabama  for  production  of  Category  I 
programs,  one  of  the  first  in  the  state. 

From  the  above  modest  beginning, 
the  present  Four-Track  Medical  Educa- 
tion Program  evolved:  The  Three  Year 
Residency  in  Medicine  which  has  now 
trained  a total  of  48  general  internal 
medicine  residents,  some  of  who  have 
settled  in  central  Alabama;  a Clinical 
Elective  in  Medicine  which  has  rotated 
more  than  75  students  from  UAB;  a 
Pre— Med  Program  which  has  enabled 
approximately  65  college  students 
applying  to  medical  schools  to  obtain 
medical  experience  in  the  community, 
and  thus  helped  channel  these  students 
from  Huntingdon  College,  Alabama 
State  University,  and  AUM,  into  var- 
ious medical  schools;  and  a very  exten- 
sive Continuing  Medical  Education 
Program  for  physicians  and  allied 
health  personnel. 

The  latter  program  has  organized 
and  approved  numerous  conferences, 
seminars,  and  courses  in  Montgomery, 
on  a regular  basis,  with  approximately 
150  local  physicians  and  allied  health 
individuals  attending  these  conferences 
weekly.  Having  these  Category  I — 
approved  courses  in  Montgomery 
enables  the  practicing  physician  to 
obtain  these  credits  locally  without 
having  to  leave  his  practice,  thus  bene- 
fiting the  community.  Certificates  of 
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Category  1 credit  hours  are  mailed  to  each  physician  every 
six  months. 

Joint  Program 

During  the  last  session  of  the  Alabama  State  Legislature, 
an  appropriation  was  obtained  by  the  University  of 
Alabama  Medical  College  to  help  fund  and  direct  the 
Montgomery  Residency  Program  in  Medicine  so  that  it  is 
now  a joint  Montgomery-UAB  program. 

At  present  there  are  10  residents  in  training  and  it  is 
anticipated  that  there  will  be  15  residents  starting  in  July 
1979.  The  present  budget  is  still  modest  and  consists  of 
$220,000  appropriated  to  the  University  of  Alabama  in 
Birmingham. 

The  above  four-track  program  is  directed  by  Dr.  J.  J. 
Kirschenfeld,  Professor  of  Medicine  and  Associate  Dean  for 
Montgomery  Affairs,  University  of  Alabama  in  Birming- 
ham, on  a part-time  basis,  aided  by  part-time  Directors  of 
Medical  Education  at  St.  Margaret's  Hospital,  Baptist 
Medical  Center,  and  the  Montgomery  V.  A.  Hospital. 

The  Residency  program  also  organized  and  conducts  an 
Outpatient  Clinic  in  General  Internal  Medicine  at  Baptist 
Medical  Center  which  is  meeting  twice  weekly,  extending 
medical  service  to  patients  without  physicians  and  allevi- 
ating some  of  the  strain  from  the  emergency  room  system 
in  Montgomery. 

In  addition  to  the  undergraduate  and  post-graduate 
medical  education  aspects  of  the  program.  Medical  Semi- 
nars for  the  public  are  held  on  a regular  basis,  and 
discussions  have  been  held  concerning  development  of 
Pre-Dental,  Pharmacy,  and  Nursing  student  programs  in 
conjunction  with  Auburn  University  at  Montgomery. 

The  clinical  faculty  of  the  Montgomery  consortium 
consists  of  approximately  50  board  certified,  practicing 
physicians,  primarily  in  Internal  Medicine,  with  a sprinkling 
of  other  disciplines,  who  are  designated  to  be  "on  service" 
for  specified  periods  of  time  in  order  to  teach  the  residents. 

Major  Education  Effort 

From  a modest  beginning  in  1968,  this  "Medical  Educa- 
tion Program— Without  Walls,"  and  with  minimal  funding— 
has  become  a major  education  effort  involving  the  major 
hospitals  in  the  Montgomery  area,  many  of  the  local 
physicians,  and  the  local  Universities  in  addition  to  the 
University  of  Alabama  Medical  College  in  Birmingham. 

It  has  resulted  in  considerable  stimulation  to  the  prac- 
ticing physicians  who  participate  as  teachers  and  also  attend 
conferences,  lectures  and  seminars.  Numerous  invited 
speakers  from  Universities  all  over  the  country;  such  as 
Emory,  the  University  of  South  Alabama,  the  University  of 
Alabama  in  Birmingham,  Baylor  University,  Vanderbilt,  and 
University  of  Texas  Medical  Center,  conduct  Grand  Rounds 
in  Medicine  on  a weekly  basis. 

A Distinguished  Lectureship  has  been  established  in 
honor  of  the  late  Dr.  Tinsley  Harrison.  Dr.  Michael 
DeBakey  presented  this  lecture  last  year  and  Dr.  John 
Kirklin,  Chairman  of  the  Department  of  Surgery,  UAB,  is 
scheduled  to  present  it  this  year. 

A viable  and  innovative  "Area  Health  Education  Center" 
has  thus  been  established  in  Montgomery,  with  very  little 
funding  but  with  the  cooperative  effort  of  the  medical 
community,  and  has  added  a new  dimension  to  Mont- 
gomery medicine,  i.e.,  academic  medicine.  R 
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dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG,  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinicallv  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Altnough  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  m children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease.  Including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuale  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  af  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Heports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardmascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  piecordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jiF 
terlness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances, Allergic  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset,  tfema- 
topoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlleo-release  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGL  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperrellexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Eatigue  and  depression  usually 
follow  the  central  stimulation  Oardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
lihentolamine  (Regitine")  has  been  suggestetfon  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc, 

Cincinnati.  Ohio  45215.  U S A 
Licensor  of  Merrell" 

References:  1.  Citations  available  on  request -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga,  M T . 
O'Dillon.  R H . and  Leyland,  H M A Comprehensive  Review  of  Oieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy.  Jan  20-21, 1977. 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Ihnuate  Dospan  ® 

(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


lA  useful  short-term  adjunct 
in  an  indicated  weight  loss  program^^ 


Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has^J 
been  reported  useful  in  obese  patients  with  hypertension,  symfK 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


In  uncomplicated  obesity  ^ 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no  \ 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16separatedouble-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation. "2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


For  prescribing 


see  opposite  page 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*TTie  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 1978  The  Upiohn  Company 


Motrin  4CX)rra 

ibuprofen,Upphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Indications  and  Usage;  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis^ 
Contraindications:  Individuals  hypersensitive  to  it.  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings;  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS), 

Fteptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
b^n  established  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions;  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Fluid  retention  and  edema  have  been  associated  with  Motrin:  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers 
Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea’/  epigastric  pain ' , 
heartburn  , diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central 
Nervous  System:  Dizziness  / headache,  nervousness  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite, 
edema,  fluid  retention  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence,  Unmarked  1%  to  3%;  *3%  to  9°o. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Flepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia.  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage;  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration;  Suggested  dosage  is  300  or  400  mg  1 1 d or  q i.d  Do 
not  exceed  2400  mg  per  day 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution  Federal  law  prohibits  dispensing  without  prescription. 
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Maternal  and 
Child  Health 

in  Alabama 


by  Robert  L.  Goldenberg,  M,D. 
Director,  Bureau  of  Maternal  and  Cliild  Ilealtb. 


Despite  possession  of  the  most  advanc- 
ed medical  technology  in  the  world, 
the  health  status  of  American  children 
does  not  compare  to  that  of  children 
in  other  developed  nations.  In  fact,  17 
countries  have  lower  infant  mortality 
rates  than  does  the  United  States. 
(Table  I).  In  order  to  understand  some 
of  the  problems  in  child  health,  it  is 
appropriate  to  present  an  overview  of 
maternal  and  child  health  in  Alabama. 

Alabama  has  not  done  well  in  the 
area  of  maternal  and  child  health  even 
when  compared  with  the  other  states. 
Despite  an  overall  improvement  in 
maternal  mortality,  infant  mortality, 
and  fetal  death  rate,  Alabama  still  is 
found  at  or  near  the  bottom  when  the 
states  are  ranked. 

Infant  mortality  is  a crude  but 
widely  accepted  method  of  evaluating 
child  health  in  the  United  States. 
Perhaps  it  would  be  better  to  use  the 
incidence  of  mental  retardation, 
growth  and  development  measure- 
ments, or  other  parameters  to  measure 
child  health  status,  but  these  figures 
are  not  generally  available  on  a state- 
wide basis  nor  are  they  collected  in  a 
consistent  manner  from  year  to  year. 


The  distribution  of  infant  mortality 
is  clearly  not  the  same  throughout 
Alabama.  Figure  1 is  a map  of  the 
state  divided  into  counties.  The  num- 
ber within  the  county  boundary  repre- 
sents the  infant  mortality  per  1,000 
live  births  in  1977.  While  the  numbers 
change  slightly  from  year  to  year,  the 
counties  with  the  highest  infant  mor- 
tality are  generally  found  in  a band 
beginning  along  the  Mississippi  border, 
south  of  Tuscaloosa  and  north  of 
Mobile,  running  through  Montgomery 
straight  across  to  the  Georgia  border. 
The  infant  mortality  in  this  area  in 
recent  years  has  been  nearly  twice  that 
found  in  the  northern  part  of  the 
state. 

Infant  mortality  is  not  only  geo- 
graphically maldistributed,  but  is  un- 
evenly distributed  in  other  ways  as 
well.  Blacks  generally  have  twice  the 
infant  mortality  as  whites,  infants 
born  to  teenage  mothers  have  a higher 
mortality  than  infants  born  to  mothers 
in  their  twenties,  and  infants  born  to 
poor  rural  women  have  higher  mortali- 
ty rates  than  middle  class  urban 
babies. 


While  it  is  apparent  that  infants 
born  to  women  who  are  poor,  black, 
or  rural  have  a disproportionately  high 
mortality  rate,  not  all  the  reasons  for 
this  disproportion  are  evident.  Since 
the  greatest  proportion  of  infant 
deaths  is  related  to  prematurity  and 
since  poor,  black  and  rural  women 
have  a greater  propensity  to  have 
premature  infants,  a relationship  be- 
tween the  prematurity  associated  with 
these  factors  and  the  high  infant  mor- 
tality rates  in  these  groups  is  certainly 
present. 

The  availability  and  utilization  of 
prenatal  care  have  been  related  to  a 
decrease  in  infant  mortality.  Figure  2 
is  a map  of  Alabama  again  divided  into 
counties.  The  figures  within  the  coun- 
ties represent  the  percentage  of  preg- 
nant women  who  had  five  or  less 
prenatal  visits.  Since  the  average  num- 
ber of  prenatal  visits  in  the  United 
States  is  1 1 and  since  it  is  not  unusual 
for  middle  and  upper  class  women 
using  private  physicians  to  average 
between  11  and  15  prenatal  visits 
during  their  pregnancy,  five  or  less 
visits  clearly  represent  inadequate  pre- 
natal care.  Figure  2 demonstrates  that 
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The  percentage  of  women  delivering  babies  who  had  5 or 
less  prenatal  visits  by  county  of  residence  in  1977.  Data 
from  Vital  Statistics,  State  Department  of  Public  Health. 


Number  of  obstetricians  providing  direct  patient  care  by 
county  in  1977.  Unmarked  counties  have  no  practicing 
obstetricians.  Data  from  State  Health  Planning  and 
Development  Agency. 


in  many  of  the  counties  with  very  high 
infant  mortality  rates  there  is  a strong 
likelihood  that  a large  percentage  of 
women  received  less  than  optimal 
medical  attention  during  the  prenatal 
period. 

Further  evidence  for  lack  of  acces- 
sibility to  medical  care  is  derived  from 
the  fact  that  between  1,000  and  1,500 
babies  are  born  at  home  each  year  in 
Alabama.  These  births  are  usually  at- 
tended by  untrained  "granny"  mid- 
wives who  to  be  licensed  need  $1  0 and 
to  be  free  from  syphilis.  It  is  indeed 
surprising  that  the  infant  mortality 
rates  for  this  generally  high  risk  group 
are  not  higher  than  they  are.  The  very 
low  rate  of  immunization  in  the  pre- 
school children  as  well  as  the  fact  that, 
in  Alabama,  babies  are  still  dying  of 
pneumonia  and  diarrhea,  all  help  to 
substantiate  the  belief  that  access  into 
the  medical  care  system  for  women 


and  children  is  less  than  optimal  and 
contributes  to  the  high  infant  mortali- 
ty rate.  Appropriate  entrance  into  the 
medical  care  system  requires  both 
availability  of  services  and  a recog- 
nized need  on  the  part  of  the  consum- 
er for  these  services.  In  Alabama,  while 
there  is  clear  evidence  that  in  many 
counties  availability  of  services  is 
limited,  there  is  also  substantial  evi- 
dence that  utilization  of  available  serv- 
ices by  those  most  in  need  is  less  than 
optimal. 

Alabama  is  a relatively  poor  state 
and  poverty  and  poor  pregnancy  out- 
come are  linked.  Poverty  is  often 
associated  with  inadequate  diet  and 
the  relationship  between  inadequate 
nutrition  and  poor  pregnancy  outcome 
is  well  established.  Often,  the  lack  of 
transportation  discourages  or  prohibits 
many  women  from  seeking  prenatal 


care  and  pediatric  care  for  their  chil- 
dren. Our  studies  have  shown  that 
nearly  1/3  of  the  women  and  children 
in  Alabama  cannot  afford  to  use  pri- 
vate physicians  for  adequate  preven- 
tive and  acute  health  care.  This  may, 
in  fact,  partly  explain  the  low  number  i 
of  prenatal  visits  in  many  of  Alabama's 
counties  as  well  as  the  high  infant 
death  rates  from  pneumonia  and  diar- 
rhea. ' 

While  some  preventive  services,  in-  i 
eluding  prenatal  care,  are  available  in 
the  health  departments  in  many  coun- 
ties, problems  of  understaffing,  lack  of  i 
physician  involvement,  and  inadequate  [ 
facilities  all  tend  to  restrict  utilization.  i 
Even  when  available,  the  lack  of  coor- 
dination between  the  preventive  care 
received  in  the  health  departments  and  !' 
the  acure  care  received  in  physicians'  ; 
offices  and  hospital  emergency  rooms  i 
results  in  fragmentation  of  services  and 
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Number  of  pediatricians  providing  direct  patient  care  by 
county  in  1977.  Unmarked  counties  have  no  practicing 
pediatricians.  Data  from  State  Health  Planning  and 
Development  Agency. 

less  than  adequate  health  care  for 
those  women  and  children  most  in 
need  of  a coordinated  effort. 

A survey  of  resources  available  for 
pregnant  women  and  children  show  a 
great  maldistribution  over  the  state. 

Figure  3 shows  the  distribution  of 
obstetricians.  Figure  4 shows  the  num- 
ber and  location  of  pediatricians.  In 
many  of  the  counties  with  the  worst 
infant  mortality,  there  is  no  specialty 
care  available. 

A recent  resource  survey  indicated 
that  most  of  the  delivery  services  in 
the  state  are  small.  In  fact,  of  the  127 
hospitals  which  are  recorded  as  deliver- 
ing babies  in  1977,  only  18  did  more 
than  1,000  deliveries  and  these  were 
located  in  10  counties.  Thus,  57  coun- 
ties in  the  state  were  served  by  hospi- 
tals doing  less  than  1,000  deliveries. 

Sixty-two  hospitals  delivered  between 
50  and  500  deliveries;  and  only  16 


Country 

1976 

Sweden 

8.  7 

Japan 

9.3 

Denmark 

10.2 

Netherlands 

10.5 

Norway 

10.5 

Finland 

10.5 

Switzerland 

10.  7 

Singapore 

11.6 

France 

12.6 

Canada 

13.5 

Hong  Kong 

13.7 

Australia 

13.8 

England  and  Wales 

13.9 

New  Zealand 

13.9 

Belgium 

14.0 

German  Democratic  Republic 

14.1 

Ireland 

14.6 

United  States 

15.2 

Spain 

16.4 

German  Federal  Republic 

17.4 

Austria 

18.3 

Italy 

19.1 

Israel 

20.1 

Czechoslovakia 

20.8 

Greece 

22.6 

Infant  mortality  per  1,000  live  births  in  the  lowest  25 
countries  with  2,000,000  or  more  population.  Data  from 
the  United  Nations. 


between  50  and  1,000.  The  typical 
county  in  Alabama,  therefore,  is 
served  by  a single  hospital  doing  be- 
tween 50  and  500  deliveries  per  year. 

Obviously,  the  highly  technical  serv- 
ices available  in  the  large  medical 
centers  are  not  often  present  in  the 
smaller  hospitals;  and  for  this  reason, 
at  least  in  the  area  of  perinatal  medi- 
cine, a regionalized  approach  has  come 
into  practice.  I should  stress  that  the 
regionalized  perinatal  system  develop- 
ing in  Alabama  is  not  a centralized 
one,  but  rather  a system  of  care  in 
which  the  vast  majority  of  women  are 
cared  for  and  delivered  in  a facility  as 
near  to  home  as  possible.  Only  those 
women  and/or  babies  who  are  likely  to 
benefit  from  the  very  expensive  and 


often  fragmented,  highly  technical  ap- 
proach offered  at  the  regional  perina- 
tal centers  are  generally  referred  there. 

A regionalized  system  of  care  in- 
volves communication,  education  and 
especially  a commitment  from  all  in- 
volved in  perinatal  care  in  a given 
community  or  region  to  effectively 
utilize  the  resources  available  to  im- 
prove the  outcome  of  pregnancy  for 
all  concerned.  This  is  precisely  what  is 
happening  in  Alabama  and,  although 
developing  slowly,  is  responsible  for 
part  of  the  recent  decrease  in  infant 
mortality. 

The  next  section  describes  some  of 
the  areas  in  maternal  and  child  health 
in  which  there  has  been  major  interest 
in  Alabama  within  the  last  year. 
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Perinatal  Intensive  Care 

Some  of  the  most  dramatic  gains  in 
child  health  have  been  made  in  the 
area  of  perinatal  medicine.  While  it  is 
difficult  to  determine  the  specific  in- 
fluence of  any  one  test  or  procedure, 
the  advent  in  the  last  10  years  of  such 
things  as  the  L/S  ratio  to  determine 
fetal  maturity;  the  oxytocin  challenge 
test,  and  now  a non-stress  test;  prede- 
livery treatment  with  steroids  to  pre- 
vent respiratory  distress  syndrome;  the 
more  frequent  use  of  cesarean  section 
to  prevent  asyphxia  and  birth  trauma, 
especially  in  premature  infants;  and 
the  development  of  newborn  intensive 
care  units  with  their  ability  to  provide 
respiratory  support  for  the  premature 
infant  have  all  contributed  to  the 
decrease  in  fetal  and  early  infant  mor- 
tality. 

Despite  severe  financial  difficulties, 
the  perinatal  centers  in  Alabama 
(presently  Huntsville,  Birmingham, 
Montgomery,  and  Mobile)  have  con- 
tributed significantly  to  the  decrease 
in  the  state's  infant  mortality.  Recent 
studies  from  the  perinatal  center  in 
Birmingham  and  elsewhere  suggest 
that  babies  born  there  weighing  be- 
tween 5001,000  grams  (approx- 
imately one  to  two  pounds)  have 
survival  rates  of  more  than  50%  and 
that  serious  long-term  morbidity  in 
this  group  will  be  less  than  25%.  This 
is  a phenomenal  change  from  20  years 
ago  when  survival  in  this  weight  group 
was  less  than  5%  and  serious  long-term 
morbidity  found  in  survivors  was  be- 
tween 75-90%. 

In  1977  in  Alabama,  three  percent 
of  all  mothers  and/or  infants  were 
transferred  to  one  of  the  perinatal 
centers.  Fetal  transport,  i.e.  transport 
prior  to  delivery,  so  the  infant  can  be 
born  at  the  perinatal  center,  has  been 
shown  to  be  valuable  in  improving 
infant  mortality  for  premature  and 
other  high  risk  fetuses.  The  University 
of  Alabama  at  Birmingham  and  the 
University  of  South  Alabama  have 
taken  the  lead  in  the  area  of  prenatal 
maternal  transport. 

Figure  5 demonstrates  a sharp  rise 
in  neonatal  transport  in  Alabama  over 
the  last  seven  years.  Together  with  the 
improved  perinatal  outcome  seen  in 
these  centers,  the  increasing  rate  of 
transport  can  be  expected  to  show  an 
even  greater  reduction  in  fetal  and 
infant  mortality  over  the  years  to 
come. 


In  the  last  year,  the  perinatal  cen- 
ters working  together  with  the  Bureau 
of  Maternal  and  Child  Health,  using  a 
state  appropriation,  have  begun  an 
extensive  effort  to  work  with  the 
smaller  hospitals  in  their  regions  to 
improve  labor,  delivery  and  nursery 
care.  A substantial  amount  of  equip- 
ment has  been  distributed,  and  an 
extensive  educational  effort  is  now 
underway.  The  goal  of  this  effort  is 
twofold;  first,  that  every  infant  to  be 
born  in  a hospital  which  has  the 
personnel  and  facilities  to  give  it  the 
type  of  care  it  needs;  and  second, 
whenever  possible  to  have  the  mother 
and  infant  be  cared  for  in  a hospital  as 
close  to  home  as  possible. 

In  many  states  the  number  of  moth- 
ers or  infants  transferred  to  perinatal 
centers  has  leveled  off  at  about  4-6%. 
We  expect  that  the  current  efforts  in 
Alabama  will  result  in  appropriate 
transfer  of  about  this  percentage  of 
mothers  and  infants,  allowing  the  vast 
majority  to  be  cared  for  close  to 
home,  saving  the  expensive  and  highly 
technical  care  for  those  few  mothers 
and  infants  who  could  most  benefit 
from  a stay  at  one  of  the  perinatal 
centers. 

Teenage  Pregnancy 

Teenage  pregnancy  and  pregnancies 
of  single  women  represent  one  of  the 
major  public  health  problems  in  Alaba- 
ma. Approximately  25%  of  all  preg- 
nancies in  Alabama  are  to  teenagers 
and  more  than  20%  of  all  infants  are 
born  to  unmarried  women.  Both  of 
these  groups  are  statistically  associated 
with  an  increase  in  infant  mortality, 
low  birth  weights,  fetal  demise,  child 
abuse,  and  a host  of  other  related 
difficulties  including  maternal  toxemia 
and  mortality.  In  addition,  teenagers 
who  become  pregnant  are  far  more 
likely  not  to  finish  school,  to  end  up 
on  welfare  unable  to  support  them- 
selves, and,  if  they  do  marry,  to  have 
significantly  higher  divorce  rates  than 
the  rest  of  the  population. 

The  recent  large  increase  in  teenage 
pregnancy  in  Alabama  is  due  to  many 
factors.  Obviously,  it  has  to  do  with 
many  more  teenagers  having  inter- 
course at  an  earlier  time  in  their  lives 
than  in  previous  years.  Recent  studies 
show  that  in  Alabama  we  can  expect 
more  than  half  the  teenage  girls  to  be 
sexually  active  prior  to  graduating 
from  high  school  and  that  of  these  at 


least  30%  will  become  pregnant.  This 
means  that  at  least  1 5%  of  all  girls  who 
enter  high  school  will  become  preg- 
nant before  they  graduate. 

None  of  the  explanations  available 
totally  account  for  this  phenomenal 
increase  in  teenage  sexual  activity. 
Clearly,  however,  all  we  need  to  do  is 
listen  to  the  records  the  teenagers  buy, 
the  television  shows  and  movies  they 
watch,  and  the  books  and  magazines 
and  newspapers  they  read  to  know 
that  they  are  constantly  receiving  mes- 
sages virtually  encouraging  them  to 
participate  in  sexual  activity.  There  is 
comparatively  little  emphasis  concern- 
ing a responsible  attitude  toward  sexu- 
al behavior.  Nevertheless,  during  the 
last  two  years  in  Alabama  there  has 
been  a tremendous  interest  in  many 
counties  in  dealing  with  teenagers  and 
their  sexual  behavior  on  a more  realis- 
tic level.  Even  prior  to  the  passage  of  a 
State  Health  Education  Act,  many 
schools  are  initiating  health  education 
curricula. 

The  Bureau  of  Maternal  and  Child 
Health  has  been  barraged  with  requests 
for  speakers  to  discuss  sex,  and  contra- 
ceptive  education.  Newspapers 
throughout  the  state  have  been  regu- 
larly reporting  teenage  pregnancy  sta- 
tistics and  writing  articles  about  the 
problem  in  their  counties.  We  see  this 
publicity  as  a positive  phenomenon, 
because  until  there  is  general  recogni- 
tion that  teenage  pregnancy  is  a major 
problem  in  Alabama  and  until  the  time 
arrives  that  we  are  willing  to  discuss 
the  problem  openly  and  begin  the 
educational  programs  that  will  enable 
teenagers  to  be  aware  of  their  responsi- 
bility, we  can  expect  little  change  in 
the  behavioral  patterns  that  have  led 
Alabama  to  have  one  of  the  highest 
teenage  pregnancy  rates  in  the  United 
States. 

Besides  education,  the  other  part  of 
the  preventing  teenage  pregnancies  is 
the  provision  of  contraceptive  services 
for  teenagers.  According  to  Alabama 
law,  sexually  active  women  age  14  and 
above  do  not  need  parental  consent 
for  medical  treatment.  At  present, 
there  are  no  available  statistics  on  the 
numbers  of  teenagers  receiving  contra- 
ceptive services  from  private  physi- 
cians. In  1977,  Health  Department 
data  show  that  in  the  family  planning 
clinics  18,475  teenagers  or  24%  of  all 
teenage  girls  in  Alabama  utilized  the 

continued  on  page  28 
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hfazide 

capsule  contains  50  mg.  of  Dyrenlum"  (brand  of 
terene)  and  25  mg,  of  hydrochlorothiazide. 

4akes  Sense  in 
lypertension"^ 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  FOR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill.  with  urine  volume  lessthan  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-l-  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-t-  intake  Associated  widened 
ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  laundice.  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum  K-l- 
frequently;  both  can  cause  K-k  retention  and  elevated 
serum  K-k  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions. nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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When  painful  spasm 


is  the  presenting 


symptom 


V. 


...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

‘The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N,M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med  5:356-358,  1964 

Merrell 


♦This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Iniection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Bnel  Summary 

INDICATIONS 

Baser]  on  a review  ol  this  rlrug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably' effective 

For  the  treatment  of  functional  bowel/ irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitisl  and  acute  enterocolitis 
THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-etfective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  ol  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presence  ol  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (lever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful,  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  pomt  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
foxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  fhe  drug  in  fhe  presence  of  complication  of 
biliary  Iracf  disease  Investigafe  any  fachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient  s response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia,  palpitations: 
mydriasis,  cycloplegia,  increased  ocular  tension,  loss  ol  tasle: 
headache,  nervousness,  drowsiness,  weakness,  dizziness,  insom- 
nia, nausea,  vomiting,  impotence,  suppression  of  lactation,  con- 
stipation, bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  contusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating  With 
the  iniectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  tour  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  Vi 
teaspoonful  syrup  three  or  tour  times  daily  (May  be  diluted  with 
equal  volume  of  water)  Bentyl  20  mg  Adults  1 tablet  three  or  lour 
times  daily  Bentyl  Injection  Adults  2 ml  (20  mg)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation  Treatment  should  consist  of  gasfric  lavage,  emefics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October,  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORfES.  INC  , Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  lor  MERRELL-NATIONAL 
LABORATORIES.  Oivision  ol  Richardson-Merrell  Inc.,  Cincinnati. 
Ohio  45215,  USA 


Merrell 

MERRELL  NATIONAL  LABORATORIES 
Ofviston  ol  R>ci'3'Oso'T  Merrell  Inc 
Cincmnalt  Oho 45215  USA 
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Williams  & Wilkins  Co. 

Baltimore,  Maryland 

We  are  proud  to  announce  that  Charles 
Putnam  is  our  new  sales  representative  for 
northern  Florida, 
Georgia,  and  Alabama. 


Charles  Putnam 
704  Forcstdalc  Drive 
Montgomery,  AL  36109 
(205)  272-0835 


Charlie  is  eager  to  supply  you  with  books  and 
journals  from  Williams  & Wilkins  as  well  as  titles 
from  Lea  & Febiger  and  Little,  Brown. 

Please  look  for  Charlie’s  book  display  in  your 
hospital  or  call  him  at  home  for  prompt  service. 

Charlie  will  be  happy  to  accept  your  Master 
Charge  or  VISA  card  for  any  Williams  & Wilkins  or 
Lea  & Febiger  title. 
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Legal  View 


Consent  Forms 


by  Robert  M.  Moore,  Jr,  J.D. 
Legal  Counsel 


Reprinted  From  Mayo  Clinic  Proceedings,  53:  393-396,  1978,  June. 

If  written  consent  forms  are  to  be  used— their  use  normally  is  not  mandatory— care 
should  be  taken  that  their  use  is  proper  and,  hence,  beneficial.  To  be  of  benefit  to 
the  physician,  the  consent  forms  must  help  him  in  meeting  his  duty  to  inform  the 
patient  or  in  protecting  him  from  a patient's  claim  that  his  was  not  an  informed 
consent  (or  both).  Consent  forms  are  of  no  benefit  to  the  physician  or  the  patient  if 
they  are  worded  poorly  or  put  to  poor  use.  Suggestions  are  provided  to  help  the 
physician  in  considering  his  or  her  use  of  written  consent  forms. 


With  the  present  emphasis  on  con- 
sumerism, patients'  rights  in  general, 
and  the  specific  right  of  the  pa- 
tient to  be  informed  about  the  na- 
ture and  risks  of  any  proposed 
treatment,  physicians  and  other 
health-care  professionals  tend  to  as- 
sume that  consent  forms  signed  be- 
fore surgery  (and  perhaps  before 
other  forms  of  treatment)  are  legal- 
ly necessary,  universally  utilized, 
and  a matter  of  simple  routine.  In 
fact,  none  of  these  assumptions  is 
correct.  The  following  statements 
are  much  more  accurate: 

Signed  consent  forms  are  not 
legally  required  for  surgery  or  for 
most  other  types  of  treatment. 


Signed  consent  forms  are  not 
regularly  utilized  by  all  physicians 
or  institutions. 

Improperly  used,  signed  consent 
forms  can  do  more  harm  than 
good,  certainly  to  the  physicians 
and  perhaps  even  to  the  patient. 

This  article  will  highlight  the  ma- 
jor benefits  and  potential  problems 
of  common  consent  forms  and  of- 
fer suggestions  on  how  such  forms 
might  best  be  used  or  whether 
they  should  be  used  at  all. 


continued  on  page  27 
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Enhancement  of  Palpation 


by  Samuel  Eicliold,  M.D. 

Associate  Professor,  University  of  South  Alabama 
College  of  Medicine,  2451  FiUingim  Street,  Mobile, 
Alabama. 


Palpation  is  defined  as  the  act  of  feeling  with  the 
hands  by  the  application  of  fingers  with  light 
pressure  to  the  surface  of  the  body  for  the  purpose 
of  determining  the  consistency  of  parts  beneath.^ 
The  act  of  laying  the  hands  upon  the  patient, 
affords  the  physician  perception  by  his  tactile 
sense,  the  temperature,  the  kinesthetic  senses  of 
position,  and  vibration.^ 

As  a means  of  enhancing  the  diagnostic  benefits 
of  palpation,  one  should  reduce  the  friction  be- 
tween the  skin  of  the  examining  fingers  and  the 
skin  surfaces  of  the  patient.  Such  a reduction  in 
resistance  between  the  two  surfaces  may  be  afford- 
ed by  a water  soluble  lubricant,  a thin  oil  (such  as 
mineral  oil),  or  a solution  of  soap  and  water.  With 
the  reduction  of  resistance  between  the  surfaces, 
there  is  enhancement  of  the  elucidation  of  masses, 
induration,  mobility  of  the  subcutaneous  parts, 
and  perception  of  tenderness. 

The  thyroid  gland,  the  breasts,  and  the  testicles 
are  areas  in  which  I have  observed  significant 
improvement  in  the  diagnostic  results  of  palpation 
by  this  means. 


References 

1.  Dorian's  Illustrated  Medical  Dictionary,  25th  Edition,  Saunders, 
Publishers. 

2.  Bedside  Diagnostic  Examination,  DeGourn,  published  by 
McMillan  Company. 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /Mg/ml)  are  reached 
in  1-3  hours.  Ouantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
fhe  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions;  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful  ==  5 ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups"“of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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Highly  effective 
Single-dose  conv^ 
Non-staining 
Economicdl\\ 


(pyrantel  paimoate)  Q 


i drug  oi  cpoice  in 
linworm  infections 

© 1 977  LONE  RANGER  T.  V. , INC. 


equivalent  to  50  mg  pyrantel/ml  '■ 

ORAL  SUSPENSION  \ ] 

\ '■  i 

Please  see  brief  summary  of  prescribing  inforr^iation  on' 


As  in  a pyramid, 
sound  "step  two”  k 
hypertension  ^ 
therapy 
requires 
every  block 


duration  OF  Acnw 


Cost 

According  to  a recent  study, ^ Solutensin  " 
(hydroflumethiazide  50  mg./reserpine 
0. 1 25  mg.)  was  the  most  economical  "step 
two"  therapy. . . about  34  the  cost  of  a day's 
supply  of  thiazide  + methyidopa  or  thiazide 
+ propranolol.^ 


Saluron^ 

(hydroflumethiazide  50  mg.) 

Salutensin* 

(hydroflumethiazide  50 mg./reserpine  0 125 mg.) 

Salutensin-Demi 

(hydroflumethiazide  25 mg./reserpine  0.125 mg.) 

the  family  of 
anti  hypertensives 
completing  the 
therapeutic  pyramid 


Dosage  titration 

Salutensin  contains  the  recommended 
effective  doses  of  both  its  components, 
requiring  minimal  titration. 


Duration  of  action 

Salutensin  contains  Saluron  (hydroflume- 
thiazide), an  intermediate-acting  thiazide 
diuretic,  which  works  over  an  18-24  hour 
period,  ideal  for  once-daily  therapy. 


Compliance 

The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/vasoconstriction 

At  the  foundation  of  "step  two"  hypertension 
therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
achieved  with  the  combination  tablet 
Salutensin  one  day  at  a time. 


References:  1.  Finnerty,  F.  A.  et  al.:  An  Evaluation  of 
Step  2 Regimens  in  Hypertension,  data  on  file,  Bristol 
Laboratories,  1977.  2.  Red  Book  1977. 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Company 
Syracuse,  N.Y.  13201 


BRISTOL 


For  a summary  of  prescribing  information,  please  see  following  page. 


Saluron* 

(hydroflumethiazide  50  mg.) 

Salutensin’ 

(hydroflutnethiozide  SOmg./reserpine  0.125 mg.) 

Salutensin-Demi  A 

(hydroflumethiazide  25 mg. /reserpine  0.125 mg.)  //  \ 

structured  for  the  /t^ 
long  run  in”step  two” 
hypertension 

Saluron® (hydroflumethiazide)  ^ 5 20.75 

For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiationoccurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal 
[aundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 

PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are;  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  excep,  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions:  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  reactions;  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions;  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction:  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.);  Bottles  of  100. 

Salutensin®*  Salutensin-Demi™  (12)10/27/78 

(hydroflumethiazide,  reserpine  antihypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  worrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discontinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients;  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumefhiozide:  Skin  rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
laundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine : Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b.i.d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.125 
mg.):  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mg.,  reserpine  0.125  mg.); 

Bottles  of  100. 

BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Company 
Syracuse,  N.Y.  13201  mc2221 
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CONSENT  FORMS 

continued  from  page  21 


The  Backdrop  Of  Law 

If  the  use  of  consent  forms  is 
not  required  by  law  (except  for 
studies  governed  by  Food  and  Drug 
Administration  regulations),  what  is 
the  backdrop  of  law  which  sur- 
rounds such  forms?  There  are  only 
two  basic  rules  that  the  law 
(through  court  decisions)  imposes 
on  physicians. 

First,  the  law  imposes  a duty  on 
every  physician  to  treat  each  pa- 
tient in  a reasonable  and  prudent 
manner,  as  measured  by  the  stan- 
dards of  care  of  other  reasonable 
and  prudent  physicians.  If  a physi- 
cian's "negligence"  (failure  to  meet 
the  normal,  professional  standards 
of  care)  causes  injury  to  his  or  her 
patient,  that  physician  will  be  legal- 
ly responsible  to  the  patient  for 
the  damages  caused  by  that  injury. 

The  second  rule  of  law  is  often 
referred  to  as  the  "doctrine  of  in- 
formed consent."  With  regard  to 
any  form  of  proposed  treatment, 
the  physician  must  inform  the  pa- 
tient of  the  nature  of  and  risks  in- 
herent in  such  treatment. 

Not  all  known  risks  need  be  dis- 
cussed, but  the  patient  should  be 
advised  of  the  potential  complica- 
tions that  are  more  common  or 
severe.  If  the  patient  is  not  so  in- 
formed, and  one  of  the  significant 
complications  of  the  treatment  oc- 
curs, the  physician  may  be  legally 
responsible  for  the  damages  caused 
by  the  complication,  even  if  the 
physician  was  not  negligent— that  is, 
even  if  the  physician's  treatment 
was  entirely  reasonable  and  proper- 
ly rendered. 

It  is  apparent  that  the  presence 
or  absence  of  a patient  consent 
form  will  have  no  bearing  on  the 
question  of  whether  the  treatment 
was  negligently  undertaken  or  per- 
formed. Any  beneficial  effect  of 
consent  forms  relates  to  the  second 
of  these  two  duties— namely  that 
involving  informed  consent. 

Purposes  Of  Consent  Forms 

In  this  context  of  informed  con- 
sent, one  should  carefully  examine 
the  specific  purpose  a patient  con- 
sent form  is  intended  to  serve.  Too 


many  forms  are  prepared  and  uti- 
lized simply  for  the  sake  of  having 
a form. 

A more  critical  review  of  the 
purposes  of  such  forms  and  of  the 
language  and  procedures  necessary 
to  achieve  such  purposes  will  help 
answer  the  most  basic  question  of 
whether  it  is  best  to  utilize  consent 
forms  and  the  procedures  he  uti- 
lizes to  have  the  forms  signed  will 
have  a beneficial  rather  than  a 
detrimental  effect. 

To  be  of  benefit,  the  consent 
form  must  help  the  physician  in  at 
least  one  of  two  ways.  It  may  as- 
sist him  in  meeting  his  duty  to  in- 
form the  patient.  Perhaps  more  im- 
portantly, it  may  also  protect  him 
from  any  later  claim  of  his  patient 
that  his  was  not  an  informed  con- 
sent. These  two  purposes  are  very 
closely  related:  a form  that,  on  its 
face,  does  not  very  well  inform  the 
patient  will  only  tend  to  show  that 
the  physician  did  not  meet  his 
duty. 

Conversely,  a form  that  does  ap- 
propriately inform  the  patient  will 
tend  to  provide  the  physician  with 
a good  defense  against  any  later 
claim  the  patient  may  make. 

Problems  With  Content 
Of  Consent  Forms 

In  any  malpractice  lawsuit  in 
which  informed  consent  is  an  issue, 
the  consent  form  may  be  one  piece 
of  evidence  for  the  jury  to  weigh 
in  its  attempt  to  decide  whether 
the  physician  met  his  duty  to  in- 
form the  patient  adequately. 

Consider  that  in  almost  every 
case  the  patient  will  say  that  he 
does  not  recall  being  told  of  any 
risks  associated  with  the  treatment. 
He  may  or  may  not  recall  signing 
the  consent  form,  but  in  any  event 
he  will  say  that  he  did  not  realize 
what  he  signed.  If  one  were  the 
juror  (rather  than  the  physician  in- 
volved) consider  how  one  would  re- 
act to  a form  that  (1)  is  so  gen- 
eral that  it  does  not  discuss  the 
particular  procedure  or  possible 
complications  from  the  particular 
procedure  involved;  (2)  cannot  be 
read  completely,  or  understood,  be- 
cause of  its  length;  (3)  cannot  be 


understood  because  of  its  technical 
medical  jargon;  or  (4)  cannot  be 
understood  because  of  its  technical 
legal  jargon.  Not  only  might  the 
signing  of  such  forms  be  given  lit- 
tle credence  by  jurors,  but  the  lack 
of  understandable  terms  might  even 
tend  to  prove  that  the  patient  was 
not  properly  informed. 

These  potential  problems  are  like- 
ly to  be  compounded  when  the 
document  appears  intended  pri- 
marily to  protect  the  physician. 

Some  informed  consent  forms  al- 
so attempt  to  release  the  physician 
from  all  liability,  including  that  re- 
sulting from  his  own  negligence  — 
a provision  that  will  not  be  upheld 
in  the  courts  of  very  many,  if  any, 
states. 

Similarly,  although  it  may  be 
legal  in  most  states  to  require  the 
patient  to  consent  to  some  form  of 
arbitration  in  the  event  a complica- 
tion leads  to  a claim,  combining 
such  a provision  with  an  explana- 
tion of  risks  and  alternatives  may 
result  in  a similar  lessening  of  over- 
all effectiveness  of  the  form. 

Problems  With  Use 
Of  Consent  Forms 

Even  when  the  content  of  a con- 
sent form  is  entirely  appropriate, 
its  effectiveness  both  as  a com- 
munication medium  and  as  a de- 
fense toll  may  be  diminished  by 
the  physician's  poor  use  of  the 
form. 

Perhaps  the  worst  practice  in  this 
regard  is  the  delegation  by  the 
physician  to  a nurse,  receptionist, 
or  other  person  of  the  responsibili- 
ty of  seeing  that  the  patient  signs 
the  form.  Such  personnel  are  not 
physicians  and  they  cannot  begin 
to  answer  a patient's  questions  or 
meet  the  physician's  duty  to  in- 
form—as  any  competent  plaintiff's 
attorney  would  quickly  point  out 
to  a jury.  In  brief,  the  signing  of 
the  form  cannot  take  the  place  of 
an  adequate  give-and-take  discussion 
between  the  physician  and  the  pa- 
tient. 

A second  problem  with  the  man- 
ner of  use  of  consent  forms  prob- 
ably arises  more  often  in  larger 

continued  on  page  37 
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Infant  mortality  rates  per  one  thousand  live  births  by  county  of  residence  in 
1977.  Data  from  Vital  Statistics,  State  Department  of  Public  Health. 


continued  from  page  16 
health  department  for  contraceptive 
services.  Our  data  further  indicate  that 
the  average  teenage  girl  who  utilizes 
the  health  department  for  contracep- 
tive services  enters  this  system  only 
after  having  been  sexually  active  for 
some  time.  In  fact,  many  initially 
come  to  the  health  department  in 
order  to  be  tested  for  pregnancy. 

There  is  no  evidence  that  the  availa- 
bility of  contraceptive  services  induces 
women  to  begin  sexual  activity  at  an 
earlier  age.  The  provision  of  family 
planning  services  to  teenagers  in  Alaba- 
ma likely  prevented  10,000  preg- 
nancies in  1977  and,  in  addition, 
provided  a regular  source  of  medical 
examination  and  screening  for  this 
predominately  indigent  group  of 
young  women. 

Screening 

Since  1966,  Alabama  has  had  a law 
requiring  screening  of  every  newborn 
baby  for  phenylketonuria  (PKU).  This 
program  has  located  approximately 
three  infants  each  year  who,  with 
proper  treatment,  have  been  saved 
from  mental  retardation.  In  the  last 
year  the  State  Laboratory  (on  the 
same  sample  of  blood  received  for 
PKU  evaluation)  has  performed  testing 
for  neonatal  hypothyroidism.  Since 
this  condition  appears  once  in  5,000 
births,  Alabama  can  expect  to  locate 
10  to  12  hypothyroid  infants  each 
year  by  this  screening  procedure. 
Funding  is  now  being  sought  to  guar- 
antee the  continuation  of  this  pro- 
gram. 

Several  counties  in  the  state  have 
begun  a lead  screening  program  and 
results  to  date  have  shown  a surprising- 
ly high  incidence  of  infant  and  child 
lead  intoxication.  While  at  the  present 
time  limited  funding  precludes  exten- 
sion of  this  program  to  other  counties, 
health  care  providers  should  at  least  be 
aware  that  lead  intoxication  can  be  a 
problem  especially  among  children 
living  in  older  buildings  in  both  rural 
and  urban  areas  in  Alabama. 

Immunizations 

The  Alabama  law  passed  in  1973 
requiring  every  child  to  be  immunized 
prior  to  entering  school  has  insured 
that  virually  all  children  now  entering 
school  will  be  immunized.  A recent 
federally  initiated  immunization  drive 
has  brought  the  total  school  popu- 
lation immunization  rate  in  many 


counties  to  over  90%.  The  major 
immunization  problem  in  Alabama  is 
that  preschool  children  are  often  not 
immunized  according  to  recommended 
schedules.  Various  surveys  conducted 
in  Alabama  in  the  past  year  have 
indicated  that  only  50%  to  60%  of 
children  under  the  age  of  five  are 
up-to-date  in  their  immunizations. 

Since  immunizations  are  easily  avail- 
able through  private  physicians  as  well 
as  various  clinics  and  the  health  de- 
partment, there  seems  to  be  no  reason 
for  this  problem.  With  the  large  federal 
immunization  initiative  the  percentage 
of  preschool  infants  immunized  should 


improve,  but  unless  all  of  us  involved 
in  the  provision  of  health  care  services 
for  women  and  children  constantly 
insure  that  the  children  we  are  seeing 
are  up-to-date  in  their  immunizations, 
we  will  continue  to  see  the  outbreaks 
of  measles,  whooping  cough,  rubella, 
etc.,  that  have  sporadically  appeared  in 
Alabama. 

Genetics 

The  genetics  programs  in  Alabama 
received  two  major  boosts  in  1978. 
The  State  Legislature  appropriated 
$200,000  each  to  the  genetics  pro- 
grams at  the  University  of  Alabama  in 
Birmingham  and  the  University  of 
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South  Alabama  in  Mobile  to  extend 
genetic  services  to  all  of  Alabama 
citizens  in  need.  In  addition,  the  same 
two  institutions  in  conjunction  with 
Crippled  Children's  Services  and  the 
Bureau  of  Maternal  and  Child  Health 
received  a genetics  grant  from  the 
Department  of  Health,  Education  and 
Welfare  which  will  enable  further  pro- 
vision of  genetic  services  to  those  in 
need  in  Alabama.  Outreach  programs 
are  now  being  developed  as  are  major 


1.3  1.6  2.5  3.0 


educational  efforts  for  health  care 
providers. 

School  Health 

An  exciting  school  health  program 
has  been  initiated  by  the  Northwest 
Alabama  Regional  Health  Department 
in  conjunction  with  the  school  systems 
of  Lauderdale,  Colbert  and  Franklin 
Counties.  Funded  in  part  by  the 
Appalachian  Regional  Commission, 
the  Health  Department  and  the  Boards 
of  Education,  this  program  provides 


health  education  and  general  physical 
screening  for  all  children  in  each  of 
two  school  grades  each  year.  Children 
with  problems  such  as  obesity,  scabies, 
visual  abnormalities,  etc.,  are  either 
counseled  as  necessary  or  referred  for 
appropriate  treatment.  A health  de- 
partment nurse  follows  up  each  child 
to  insure  that  prescribed  treatments 
are  undertaken  and  that  expected  re- 
sults are  achieved.  The  program  has 
been  enthusiastically  accepted  by  the 
education  authorities,  the  county  med- 
ical societies,  the  parents,  as  well  as 
many  other  community  groups. 

Unfortunately,  in  many  other  coun- 
ties in  the  state,  due  to  limited  fund- 
ing, the  school  health  program  is  either 
non-existent  or  merely  has  a nurse  or 
physician  "on  call."  A well-organized 
health  and  education  program  like  that 
in  Northwest  Alabama  has  the  poten- 
tial to  improve  the  long-term  health  of 
our  children.  We  hope  that  additional 
funding  will  become  available  so  that 
similar  programs  can  be  initiated  in 
other  counties  in  the  years  to  come. 

In  summary,  there  are  many  prob- 
lems in  maternal  and  child  health  care 
in  Alabama.  Despite  improvement  in 
some  areas,  we  generally  are  not  catch- 
ing up  to  the  other  states  and,  in  fact, 
are  falling  further  behind  each  year. 
Experience  in  other  states  indicates 
that  at  least  half  of  the  infant  mortali- 
ty is  preventable  by  insuring  access  to 
care,  appropriate  referral  and  utiliza- 
tion of  all  available  resources.  The 
same  is  very  likely  true  for  Alabama. 

The  Bureau  of  Maternal  and  Child 
Health  is  actively  working  with  a large 
number  of  private  physicians  and  oth- 
er agencies  to  increase  access,  referral 
and  utilization  of  resources  to  help 
improve  Alabama's  maternal  and  child 
health  statistics.  We  recently  described 
our  goals  in  the  following  way. 

Our  goal  is  to  insure  that  all  preg- 
nancies are  wanted,  that  pregnancy, 
labor,  and  delivery  result  in  a healthy 
mother  and  a healthy  infant  and  that 
through  childhood  and  adolescence 
the  child  has  every  opportunity  to 
reach  his  or  her  full  potential.  To 
achieve  this,  we  need  to  have  a health 
care  system  capable  of  doing  the  fol- 
lowing things: 

• Provide  every  child  and  adolescent 
with  age-appropriate  education  about 
his  or  her  body,  health,  and  the  health 
care  system,  stressing  that  responsible 
continued  on  page  44 


Total  fetal  and  neonatal  referrals  to  perinatal  Centers  by  years  from  1970-77. 
UAB  is  University  Hospital,  Birmingham;  CH  is  Children’s  Hospital,  Birmingham; 
USA  is  Mobile  General;  UAH  is  Huntsville  Hospital;  MB  is  Montgomery  Baptist 
Hospital;  T is  Druid  City  Hospital,  Tuscaloosa;  P is  Pensacola,  Florida;  C is 
Columbus,  Georgia.  All  data  is  derived  from  Clinical  Information  Systems, 
Department  of  Pediatrics,  UAB. 
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7%  Of  the  population 
may  be  harboring  latent 
or  dormant  tuberculosis* 

Are  you  testing  for  it  during 
routine  office  physicals? 

Based  on  a national  estimate  of  15  million  tuberculin  reactors 
Stead.  W.W.  and  Bates,  J.,  in  Harrison's  Principles  of  Medicine. 

8th  Edition.  1977,  McGraw-Hill,  p,  900. 


^ M LEDERLE  Tuberculin,  Old 

VTINE  TEST 

An  important  check 
in  every  checkup. 

A system,  not  just  a test— supplied  with  patented  induration 
indicator  cards  in  English  or  Spanish  — simplifies  recording 
and  record  keeping. 

• Over  15  years  of  use  — millions  of  tests  performed  each  year. 

• Practical  and  easy  to  perform  - presterilized;  disposable; 
no  refrigeration  needed;  no  needles  or  syringes. 

• Fast  — only  seconds  to  perform -can  be  read  in  48-72  hours. 


Precautions:  Tuberculin  testing  should  be  done  with 
caution  In  persons  with  active  tuberculosis  However, 
activation  of  quiescent  lesions  is  rare 
Although  clinical  allergy  to  acacia  is  very  rare,  this  prod- 
uct contains  some  acacia  as  a stabilizer  and  should  be 
used  with  caution  in  patients  with  known  allergy  to  this 
component  Reactivity  to  the  test  may  be  suppressed  in 
patients  who  are  receiving  corticosteroids  or  im- 
munosuppressive agents,  or  those  who  have  recently 
been  vaccinated  with  live  virus  vaccine  such  as 
measles 

With  a positive  reaction,  further  diagnostic  procedures 
must  be  considered  These  may  include  x-ray  of  the 
chest,  microbiologic  examinations  of  sputa  and  other 


specimens,  and  confirmation  of  the  positive  TINE  TEST 
using  the  Mantoux  method  In  general,  the  TINE  TEST 
does  not  need  to  be  repeated  Antituberculous 
chemotherapy  should  not  be  instituted  solely  on  the 
basis  of  a single  positive  TINE  TEST 
Adverse  Reactions:  Vesiculation,  ulceration,  or  nec- 
rosis may  occur  at  the  test  site  in  highly  sensitive  per- 
sons. Pam,  pruritus  and  discomfort  at  the  test  site  may 
be  relieved  by  cold  packs  or  by  a topical  glucocorticoid 
ointment  or  cream  Transient  bleeding  may  be  observed 
at  a puncture  site  and  is  of  no  significance 
Reference:  Diagnostic  Standards  and  Classification  of 
Tuberculosis.  National  Tuberculosis  and  Respiratory 
Disease  Association,  N Y 1969 
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Medical  Education 


Is  This  Trip  | 

Necessary? 

I 

I 

I 

LEONARD  D FENNINGER,  M.D. 

' fl 

I Group  Vice  President  lor  Medical  Education  I 

American  Medical  Association  [■ 


Last  October,  Dr.  Margaret  Klapper, 
Chairman  of  the  MASA  Council  on 
Medical  Education,  and  I had  the 
opportunity  to  hear  Dr.  Fenninger  give 
this  presentation  at  a nationwide 
gathering  of  CME  officials.  We  both 
felt  his  thoughts  should  be  shared  with 
the  entire  MASA  membership,  and  he 
has  graciously  given  us  permission  to 
do  this. 

Dr.  Fenninger  is  the  No.  1 man  in 
education  in  the  AMA;  his  ideas  are 
lively,  interesting  and  well  thought 
out.  His  position  is  not  that  taken  by 
MASA  as  far  as  mandatory  CME  is 
concerned,  but  it  is  a viewpoint  we 
feel  our  members  should  understand. 


Those  who  attend  national  CME 
meetings  quickly  perceive  that  this 
whole  area  is  currently  very  volatile. 
There  is  much  discussion  pro  and  con  ; 
about  mandatory  vs.  voluntary  CME;  | 
should  CME  be  tied  to  relicensure  or  j 
legislative  mandates,  etc.  Many  posi-  ; 
tions  are  possible,  and  the  final  scope  j 
and  direction  of  CME  is  far  from  | 
settled. 

We  feel  our  membership  should 
understand  these  perspectives  and  this 
article  is  an  effort  in  that  direction. 

George  D.  Getting,  Ed.D. 

Director  of  Education 

I 
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PRESENTATION-L.  D.  Fenninger, 
M.D.,  at  Sixth  Annual  Conference  on 
Continuing  Medical  Education,  Chi- 
cago, Illinois,  October  5,  1978. 

The  aims  of  education  are  to  lead  out, 
to  explore,  to  expand  knowledge,  to 
enable  people  to  gain  understanding, 
judgment  and  wisdom.  These  are  also 
the  aims  of  the  profession. 

Physicians  apply  their  knowledge, 
understanding  and  judgment  to  allevi- 
ate the  burdens  which  their  patients 
cannot  bear  alone.  Where  these  are 
used  for  the  regulation  of  professional 
practice,  a fundamental  philosophical 
conflict  ensues. 

Debates  about  the  purposes  and 
uses  of  continuing  medical  education 
stem  from  the  diversion  of  the  real 
aims  of  education  to  attempts  on  the 
part  of  the  medical  profession  to  show 
the  public  that  the  profession  is 
responsible  in  serving  the  public 
interest  and  good. 

Mandatory  or  obligatory  continuing 
medical  education,  as  a condition  for 
the  continuing  practice  of  medicine 
and  a basis  for  professional  rights  and 
privileges,  has  its  origins  in  the  efforts 
of  a relatively  small  number  of  well- 
meaning  physicians.  They  hoped  to 
convince  the  public  that  abuses  of 
these  rights  and  privileges  by  a small 
minority  of  physicians  would  be  con- 
trolled through  mandatory  continuing 
medical  education.  I believe  that  re- 
quiring continuing  medical  education 
participation  by  physicians  is  an 
inappropriate  means  of  assuring  integ- 
rity and  conscience  on  the  part  of  the 
physician  and  places  the  aims  of  edu- 
cation at  serious  risk. 

Ancient  Obligation 

Practitioners  of  the  profession  have 
always  had  the  obligation  to  maintain 
and  enhance  their  knowledge  and  skills 


as  part  of  their  responsibilities  to  those 
whom  they  serve.  They  also  have  the 
obligation  to  use  their  knowledge  and 
judgment  to  the  fullest  in  assisting 
persons  who  come  to  them  for  help, 
for  physicians  are,  in  the  truest  sense, 
teachers  and  servants  to  their  patients. 

I believe  the  social  questions  being 
asked  of  those  practicing  professions, 
such  as  medicine,  law  and  education, 
are  not  answered  by  mandates  requir- 
ing hours  of  continuing  education. 
They  relate,  rather,  to  whether  the 
practitioner  will  bring  his  best  know- 
ledge, skills  and  judgment  to  bear  fully 
on  the  problems  of  those  who  seek 
help  in  a timely  fashion  and  at  a cost 
which  can  be  borne  by  the  patient,  his 
family  and  the  society  as  a whole. 

Infrequently  are  questions  raised  by 
the  public  concerning  the  adequacy  of 
knowledge  and  skills  of  physicians. 
Physicians  themselves  raise  these  ques- 
tions about  other  physicians  as  part  of 
their  responsibility  to  the  profession 
of  medicine.  Most  of  the  complaints 
from  the  public  of  which  I am  aware 
originate  in  the  failure  of  physicians  to 
respond  to  a call  for  help,  failure  to 
give  their  undivided  attention  to 
patients,  failure  to  explain  fully  to 
patients  the  nature  and  extent  of  the 
illness  and  what  the  consequences  of 
symptoms  and  findings  may  be  for  the 
patient  and  those  related  to  him. 

There  are  also  complaints  about  the 
cost  of  medical  services,  but  these 
frequently  arise  from  the  failure  of 
physicians  to  give  the  services  which 
patients  seek.  In  my  view,  none  of 
these  social  and  public  questions  can 
be  dealt  with  or  answered  by  licensure, 
relicensure,  certification,  recertifica- 
tion, examinations  or  compulsory  con- 
tinuing medical  education. 

I believe  physicians,  as  individuals 
and  through  their  many  organizations. 


have  placed  on  themselves,  because  of 
their  concerns  and  fears  of  external 
audits  of  practice  and  governmental  or 
other  social  sanctions,  a series  of  regu- 
lations and  restrictions  which  inhibit 
the  development  of  new  knowledge 
and  technology  and  their  application 
to  the  purposes  and  process  of  educa- 
tion. 

Origins 

Comments  made  by  members  of  the 
audience  in  response  to  presentations 
by  previous  speakers  suggest  that  legis- 
lative proposals  and  laws  arise  de  novo 
from  the  brows  of  legislators  or  from 
some  collective,  faceless  body.  Legisla- 
tion arises  from  ideas  and  proposals  of 
individuals.  The  health  manpower 
legislation  introduced  by  Senator 
Kennedy  in  1975  which  contained 
highly  regulatory  provisions  for  medi- 
cal education  in  medical  schools  and 
residencies,  for  medical  licensure  and 
relicensure,  and  for  the  geographic  and 
specialty  distribution  of  physicians, 
was  developed  almost  entirely  from 
proposals  made  to  Senator  Kennedy  or 
his  staff  by  individual  physicians  or  by 
some  group  representing  physicians. 

These  restrictive  and  regulatory 
provisions  were  proposed  by  physi- 
cians, not  by  the  Senator  or  his  staff. 
Most  state  legislation  relating  to  medi- 
cal services  and  practice  also  has  its 
in  proposals  from  physicians  and  their 
associations.  One  may  well  ask  why 
physicians  and  their  associations 
recommend  legislation  or  propose  that 
laws  be  enacted  to  regulate  physicians 
in  ways  which  I believe  adversely 
affect  the  care  of  the  sick,  the  develop- 
ment of  medical  knowledge  and  the 
education  of  physicians. 

Some  physicians,  apparently  fearing 
governmental  regulation,  have  recom- 
mended legislation  as  a solution  to 
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problems  created  by  a small  percent- 
age of  physicians  acting  irresponsibly. 
Such  legislation  could  place  undue 
burdens  on  responsible  physicians  and 
distort  medical  education  without 
actually  dealing  with  the  problems  of 
irresponsibility.  No  evidence  has  been 
presented  to  support  the  premise  that 
continuing  medical  education  will 
make  a physician  behave  responsibly 
toward  patients  and  their  problems. 

Compulsory  continuing  medical 
education  as  a condition  of  the  right 
to  practice  medicine  has  the  possibility 
of  making  continuing  medical  educa- 
tion a travesty  when  it  is  used  as  a 
solution  to  the  social  problems  of 
availability  of  medical  services  or  the 
irresponsible  and  unethical  behavior  of 
physicians. 

Continuing  medical  education  is  not 
a suitable  means  for  dealing  with  such 
problems.  Accreditation  of  institutions 
and  organizations  to  offer  medical 
education  at  all  levels  is  threatened,  as 
is  specialty  certification,  when  con- 
tinuing medical  education  is  used  to 
restrict  the  practice  of  medicine, 
hospital  privileges,  membership  in 
medical  associations  or  eligibility  for 
payment.  Such  restrictions  should  not 
regulate  the  knowledge  and  judgment 
of  physicians  in  their  responses  to  the 
needs  of  patients. 

Such  restriction  and  regulation  are 
the  antitheses  of  the  aims  of  educa- 
tion. Special  recognition  of  know- 
ledge, abilities  and  skills  through  certi- 
fication in  a specialty,  or  through  the 
good  practice  of  physicians  is  being 
misused  to  restrict  the  responsible 
practice  of  medicine.  The  successful 
non-governmental  voluntary  systems 
for  the  recognition  of  quality  in  educa- 
tion and  medical  practice  carried  out 
as  a responsibility  of  the  medical 
profession  are  being  confused  with 
government  licensure  and  the  legal 
privileges  and  obligations  it  confers  for 
the  practice  of  medicine. 

I believe  only  a small  portion  of  the 
public  has  been  convinced  that  manda- 
tory continuing  medical  education  is  a 
suitable  means  of  assuring  safe,  timely 
and  effective  medical  care.  I also 
believe  a small  minority  of  physicians 
are  convinced  of  the  usefulness  of 
mandatory  continuing  medical  educa- 
tion as  a means  of  assuring  responsible 
performance  by  physicians  in  the  care 
of  patients. 


It  seems  to  me  that  it  is  high  time  to 
re-examine  the  factors  that  have  led  to 
mandatory  continuing  medical  educa- 
tion, to  the  current  dogma  of  recertifi- 
cation and  to  also  reassess  the  effects 
of  such  mandates  on  the  quality  of 
continuing  medical  education  and  on 
medical  care.  I believe  the  losses  in 
education,  and  in  the  range  of  know- 
ledge and  judgment  necessary  to  deal 
with  individual  problems  of  individual 
human  beings  by  individual  physicians, 
far  exceed  any  gains  that  may  have 
occurred  through  making  continuing 
medical  education  compulsory. 

Cook  Book  Medicine 

The  current  course  which  medicine 
is  taking  toward  greater  regulation, 
greater  restriction  and  "cook  book 
medicine"  can  and  should  be  reversed. 
Legislation  can  be  repealed  or  amend- 
ed when  it  serves  no  useful  social 
functions  or  has  unforeseen,  adverse 
effects  on  society  and  individuals 
when  evidence  is  developed  and  pre- 
sented to  the  public  and  the  legislators 
who  represent  the  public. 

The  first  question  to  be  examined  is 
whether  mandatory  or  compulsory 
continuing  medical  education  has  any 
demonstrable  beneficial  effect  on  the 
health  care  of  the  public  and  on  the 
provision  of  timely  and  effective  medi- 
cal care.  The  question  should  be 
examined  by  each  professional  associa- 
tion, and  particularly  by  state  medical 
associations,  with  respect  to  require- 
ments for  membership  and  with 
respect  to  licensure  and  reregistration 
of  licenses  to  practice  medicine. 

If  it  is  found  that  mandatory  or 
compulsory  continuing  medical  educa- 
tion cannot  be  demonstrated  to  serve 
the  public  and  the  profession  in  main- 
taining and  improving  medical  know- 
ledge and  medical  care,  then  I believe 
that  such  requirements  should  be 
rescinded  because  of  their  potentially 
adverse  effects  on  education,  accredi- 
tation and  specialty  certification  and 
on  the  exercise  of  judgment  on  the 
part  of  physicians  in  providing  medical 
care. 

In  my  experience,  the  patient  still 
remains  the  best  of  all  clinical  tea- 
chers. What  the  physician  learns  from 
patients  and  how  he  uses  that  know- 
ledge in  behalf  of  other  patients  does 
not  lend  itself  to  mandated  or  compul- 
sory systems  of  continuing  medical 


education.  Indeed,  they  may  restrict 
such  learning. 

A second  question  to  be  examined 
is  the  effect  of  mandatory  continuing 
medical  education  on  the  availability 
of  medical  services  and  the  costs  which 
must  be  borne  eventually  by  the  pub- 
lic. 

Physicians  As  Public  Servants 

A third  question  is  related  to  the 
social  responsibilities  of  physicians  as 
public  servants  and  the  ways  in  which 
fulfillment  of  these  responsibilities 
may  be  improved  through  professional 
efforts  in  cooperation  with  the  non- 
medically  trained  public. 

The  faculties  and  techniques  of 
gathering  data,  analyzing  them,  draw- 
ing valid  conclusions,  acting  on  the 
evidence  and  modifying  those  actions 
as  new  or  different  evidence  requires, 
so  essential  in  clinical  medicine,  are 
applicable  also  to  answering  social 
questions  and  fulfilling  the  social 
responsibilities  of  physicians  as  human 
beings.  This  obligation  is  enhanced 
because  as  citizens  and  as  persons  with 
special  skills,  knowledge  and  privileges 
deemed  essential  by  society,  their  in- 
put is  vital. 

Education  of  physicians,  the  public 
and  their  representatives  in  govern- 
ment in  the  social  questions  relating  to 
medical  care,  practice,  and  education, 
is  essential  and  worth  the  efforts  it 
requires.  It  means  that  business  and 
industrial  leaders,  leaders  of  unions, 
union  memberships  and  other  com- 
ponents of  our  society,  must  be  in- 
cluded with  physicians  and  by  physi- 
cians in  local  communities  to  examine 
medical  services  and  determine  the 
means  of  safeguarding  both  the  public, 
medicine  and  its  practice.  The  profes- 
sion should  be  very  much  concerned 
about  the  public  good,  which  includes 
good  medical  science,  education  and 
practice. 

The  public  good  can  be  served  only 
if  both  the  public  and  the  medical 
profession  are  engaged  in  developing 
suitable  means  of  eliminating  irrespon- 
sibility in  physicians  to  the  degree 
possible,  given  the  limitations  of 
humanity.  It  cannot  be  served  by 
biases,  prejudice  and  the  application  of 
mandates  and  compulsions  in  educa- 
tion to  those  social,  moral  and  ethical 
questions  which  are  not  soluble 
through  medical  education.  R 
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CONSENT  FORMS 

continued  from  page  27 


group  practices.  Just  as  deviation 
from  any  usual  practice  may  result 
in  a presumption  of  negligence,  so 
failure  to  obtain  a patient's  written 
consent  in  accord  with  a physi- 
cian's usual  practice  may  constitute 
evidence  that  the  physician  did  not 
meet  his  duty  to  inform. 

Suggested  Content  Of 
Consent  Forms 

With  so  many  potential  draw- 
backs to  the  use  of  consent  forms, 
it  should  be  evident  that  care  must 
be  taken  to  avoid  such  drawbacks 
and  to  make  full  use  of  the  po- 
tential effectiveness  of  consent 
forms.  The  following  are  offered  as 
suggestions  in  this  context: 

1.  Guidelines  about  what  risks 
and  alternatives  to  include  in  the 
form  could  constitute  the  subject 
of  an  entire  separate  article.  For 
purposes  of  this  discussion,  let  it 
suffice  to  say  that  one  should  use 
common  sense  and  include  mention 
of  risks  of  death  or  of  serious 
bodily  harm  and  risks  of  a less 
serious  nature  as  their  frequency  in- 
creases. 

2.  Complex  medical  terminology 
should  be  avoided.  One  should  use 
language  that  is  helpful  and  under- 
standable to  the  patient  (and  the 
jury). 

3.  A lawyer  with  medical-legal 
experience  should  review  the  forms, 
but  legal  jargon  should  be  avoided 
for  the  same  reasons  that  medical 
jargon  should  be  avoided. 

4.  If  it  is  considered  desirable  to 
include  an  agreement  to  arbitrate 
or  some  other  type  of  "legal" 
stipulation,  this  should  be  done  by 
separate  document  (again  with  the 
assistance  of  an  attorney  who  is 
experienced  in  preparing  such  agree- 
ments). Attempting  to  combine  a 
somewhat  controversial  legal  agree- 
ment with  an  acknowledgement  of 
informed  consent  may  lessen  the 
effectiveness  of  both. 


Suggested  Use  Of 
Consent  Forms 

Perhaps  even  more  important 
than  the  content  of  consent  forms 
is  the  manner  in  which  they  are 
used  by  the  physician.  Intelligent 
use  of  forms,  as  outlined  below, 
may  even  compensate  for  marginal 
content; 

1.  The  form  should  not  serve  as 
a substitute  for  open  discussion. 
Open  discussion  not  only  ensures 
that  the  requirements  of  the  law 
are  met  but,  more  importantly,  it 
increases  the  probability  that  the 
patient  is  truly  informed,  keeps  his 
expectations  at  the  most  reasonable 
level  possible,  and  instills  in  him 
the  confidence  and  trust  that  con- 
stitute the  foundation  of  a positive 
doctor-patient  relationship. 

2.  If  forms  are  used,  they  should 
be  used  in  a consistent  manner. 
For  any  given  procedure,  a consent 
form  should  either  be  used  in  ev- 
ery case  or  in  no  case. 

3.  The  form  should  be  signed  in 
the  physician's  presence.  The  physi- 
cian is  thus  able  to  verify  personal- 
ly that  the  risks  and  alternatives 
were  carefully  explained,  that  an 
ample  opportunity  was  given  for 
the  patient  to  ask  further  ques- 
tions, and  that  the  patient  (or  next 
of  kin  if  the  patient  was  not  able) 
did  sign  the  form  and  did  appear 
to  understand  the  risks.  The  physi- 
cian might  sign  the  form  himself  as 
a witness. 

4.  It  should  be  the  surgeon  per- 
forming the  procedure  or  the  physi- 
cian instituting  the  treatment  who 
has  the  key  discussion  and  who 
sees  to  it  that  the  form  is  signed. 
Involving  physicians  who  do  not 
have  the  primary  responsibility  in- 
vites contradictions  and  the  trans- 
mittal of  incorrect  information. 

5.  The  patient's  close  family 
should  be  encouraged  to  be  present 
during  these  discussions  with  the 
patient  and  at  the  time  the  form  is 
signed.  They  should  give  the  form 
as  witnesses.  As  a practical  matter. 


they  often  assist  the  patient  in  his 
decision  about  the  procedure.  More- 
over, if  a complication  occurs  (and 
obviously  in  the  case  of  the  pa- 
tient's death),  their  recollections  of 
the  discussions  and  the  relationship 
that  was  established  between  the 
physician  and  them  may  be  critical. 

6.  Especially  if  there  are  con- 
cerns that  the  patient's  comprehen- 
sion of  the  discussion  is  not  com- 
plete, the  use  of  attention-grabbing 
techniques  should  be  considered. 
For  example,  the  physician  might 
have  the  patient  fill  in  the  blank 
spaces  on  the  form  or  have  him 
read  and  initial  each  sentence  or 
paragraph.  These  or  similar  tech- 
niques may  help  fulfill  both  pur- 
poses of  the  form— encouraging  pa- 
tient understanding  and  protecting 
the  physician. 

7.  Finally,  after  every  discussion 
about  risks  and  alternatives,  even  if 
a consent  form  is  used,  the  physi- 
cian should  make  a note  in  his  re- 
cords about  the  discussion.  Such 
added  protection  is  especially  im- 
portant in  the  event  of  a poor  re- 
sult or  an  unhappy  patient. 

The  note  need  not  be  lengthy 
but  simply  reflect  that  a discussion 
occurred  and  what  the  general  con- 
tent of  the  discussion  was.  The 
note  might  be  more  detailed  to  re- 
flect any  unusual  aspects  of  the 
discussion,  such  as  an  unusually 
lengthy  or  detailed  discussion. 

When  No  Forms  Are  Used 

If  the  physician  decides  not  to 
utilize  consent  forms,  it  is  even 
more  important  that  a note  be 
placed  in  his  records  to  highlight 
the  occurrence  and  content  of  the 
discussion(s)  with  the  patient  and 
his  family.  The  note  need  not  de- 
tail every  particular  risk  that  was 
mentioned  to  the  patient.  It  should 
contain  whatever  language  will  best 
enable  the  physician  to  testify  later 
about  the  content  of  the  discus- 
sion. 

Because  it  is  obviously  not  pos- 
sible for  a physician  to  recall  most 
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of  these  discussions  later,  it  is  im- 
portant for  each  physician  to  de- 
velop a routine  pattern  of  explana- 
tion of  the  procedures  that  he  per- 
forms. The  note  in  the  record 
should  be  sufficient  to  indicate  that 
a fairly  typical  discussion  occurred 
and  thus  allow  the  physician  to 
testify  about  the  nature  and  con- 
tent of  his  "usual"  discussion.  The 
note  in  the  record  need  not  be 
longer  except  to  reflect  unusual 
aspects  of  such  discussions. 

‘Elective’  Surgery 

Although  legal  details  of  the  "in- 
formed consent  doctrine"  are  still 
evolving  in  many  states  (and  not 
necessarily  consistently  from  state 
to  state),  it  appears  likely  that  in 
most  states  there  will  emerge  a rule 
of  law  which  will  certainly  soften 
the  impact  on  the  physician  of  the 
informed  consent  doctrine. 

That  rule  holds  that  in  order  for 
the  patient  to  win  the  lawsuit,  he 
must  prove  not  only  that  the 

physician  did  not  adequately  discuss 
the  risks  of  a given  procedure  but 
also  that  had  the  risks  and  alterna- 
tives been  properly  explained,  the 
patient  reasonably  would  have  de- 
cided not  to  undergo  the  procedure 
and,  thus,  would  not  have  suffered 
the  complication. 

In  situations  in  which  surgery 
was  obviously  necessary  to  avert 

death  or  serious  harm,  it  may  be 
very  difficult  for  an  injured  patient 
to  prove  this  latter  point.  On  the 
other  hand,  when  the  procedure 

was  clearly  elective  in  nature  (for 
example,  many  types  of  plastic  or 
reconstructive  surgery,  joint  replace- 
ment, and  so  on),  the  burden  of 
proof  will  be  much  easier  for  the 
patient  to  meet. 

The  lesson  should  be  obvious.  In 

surgery  of  an  elective  nature,  it  is 
even  more  important  that  the 

physician  have  an  appropriate  dis- 
cussion with  the  patient  (and  fami- 
ly), that  the  note  summarizing  such 
discussion  be  made  and  be  made 
well,  and  that  the  forms  be  proper- 
ly drafted  and  used. 


To  Use  Forms  Or 
Not  To  Use  Forms 

Is  it  best  to  use  forms  or  not? 
Of  those  who  have  written  about 
this  question,  most  have  recom- 
mended the  use  of  consent  forms 
in  conjunction  with  surgical  or 
other  procedures  in  which  the  pa- 
tient is  placed  at  a significant  de- 
gree of  risk. 

One  suspects  that  most  attorneys 
who  defend  medical  malpractice 
lawsuits  would  also  prefer  to  have 
a signed  consent  form  to  show  to 
the  injury  whenever  informed  con- 
sent is  an  issue. 

For  many  physicians,  the  use  of 
written  consent  forms  appear  to  be 
advantageous,  if  such  forms  are 
properly  drafted  and  utilized.  Prop- 
er drafting  is  a matter  that  a 
physcian  and  his  attorney  should 
be  able  to  achieve  when  the  desire 
is  present  and  there  is  appropriate 
cooperation.  Proper  utilization  of 
the  forms  depends  primarily  on  the 
understanding  and  motivation  of 
each  separate  physician. 

Differences  in  physician  motiva- 
tion to  make  proper  use  of  the 
forms,  especially  in  larger  group 
practices,  may  well  result  in  the 
lack  of  uniform  practices.  Problems 
inherent  in  a lack  of  uniformity 
may  be  one  of  the  major  reasons 
why  some  of  the  larger  group  prac- 
tices (such  as  the  Mayo  Clinic) 
have  not  adopted  the  use  of  con- 
sent forms  for  most  procedures. 
The  larger  size  of  some  such  prac- 
tices produces  other  drawbacks  to 
the  use  of  written  forms,  including 
the  difficulty  of  tailoring  forms  to 
a wide  variety  of  surgical  pro- 
cedures, the  problems  of  physical 
location  and  availability  of  forms  in 
a large  complex,  and  the  question 
of  accountability  for  the  forms 
among  the  several  physicians  who 
may  participate  in  the  management 
of  the  patient. 

With  the  increasing  size  of  a 
practice,  it  becomes  more  difficult 
to  monitor  the  use  of  written 
forms  and  to  be  sure  that  the  sign- 
ing of  such  forms  does  not  become 


a substitute  for  good  communica- 
tion between  the  physician  and  the 
patient. 

If  a physician  is  not  willing  or 
able  to  commit  himself  to  forms 
and  practices  that  ensure  a bene- 
ficial effect  of  the  use  of  the  writ- 
ten forms,  then  the  question  should 
be  raised  as  to  whether  the  physi- 
cian's and  his  or  her  patients'  in- 
terests might  best  be  served  by  not 
utilizing  written  consent  forms. 

Again,  if  this  conclusion  is 
reached,  even  more  emphasis  must 
be  placed  on  comprehensive  patient 
discussion  and  appropriate  notes  in 
the  medical  record.  R 
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Practice  Residents 


There  are  some  who  argue  that  family  practice 
residents  have  little  place  in  the  high  risk  nur- 
sery and  the  benefits  they  receive  by  ex- 
perience there  are  minimal.  Certain  levels  of 
care  (Levels  I,  II,  & III)  have  been  described 

relative  to  the  severity  of  the  neonate's  disease 
and  guidelines  have  been  established  for  refer- 
ral.i Those  with  the  greatest  severity  should 

be  cared  for  in  a high  risk  nursery. 

I,  myself,  have  vacillated  as  to  the  educa- 
tional and  lasting  value  of  the  resident's  time 

spent  in  the  high  risk  nursery.  What  is  appli- 
cable and  relevant  in  resident  training  is  a 
matter  of  profound  concern  and  argument 
among  educators  themselves.2  Obviously  the 
needs  of  the  residents  should  be  of  paramount 
priority  in  any  decision  making  that  involves 
their  training. 

Nobody  disagrees  that  within  this  country 
today,  particularly  in  Alabama,  we  are  afflicted 
with  a serious  maldistribution  in  health  care, 
with  an  overabundance  of  many  specialty  care 
physicians  in  concentrated  areas.  It  is  the  ex- 
pressed commitment  of  our  program  to  alleviate 
this  paucity  of  primary  care  physicians  in  rural 
areas. 

It  behooves  each  of  the  traditional  specialists 
to  whom  each  resident  is  exposed  during  his 
training  period  to  seriously  ascertain  the  rele- 
vancy of  the  resident's  clinical  workload. 


We  are  unable  to  create  a "perfect  world." 
At  times,  despite  our  attempts  to  achieve  bal- 
ance among  different  types  of  teaching  pa- 
tients, there  is  an  overabundance  of  some 
types  of  patients  as  opposed  to  others.  This  is 
particularly  true  in  pediatrics.  One  of  the  most 
serious  problems  in  reducing  infant  mortality  is 
the  proper  care  of  the  neonatal  infant,  and 
the  high  risk  nursery  provides  a plethora  of 
clinical  problems  which  serves  as  a valuable 
learning  experience  for  the  resident. 

Emphasis  is  first  placed  on  recognition  of 
the  problem.  The  resident  works  under  the 
guidance  of  a staff  pediatrician.  The  family 
practice  resident  will  learn  to  handle  many 
problems  which  later  in  life  he  may  refer  to  a 
high  risk  nursery  because  of  unavilable  re- 
sources in  his  community.  He  will  determine 
what  problems  he  can  competently  handle 
within  his  community  and  what  problems  he 
needs  to  refer  and  the  rapidity  with  which 
this  decision  must  be  made.  Several  cases  from 
our  nursery  serve  to  illustrate  this  point. 


Case  1: 

A 5 lb.  5 oz.  infant  is  born  to  a mother 
whose  gestation  is  40  weeks.  The  infant  ex- 
periences no  problems  at  delivery  and  is  taken 
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In  The  High  Risk  Nursery 

by  David  C.  Het'elfinojer,  M.D. 

Chairman,  Department  of  Pediatrics,  Associate  Professor,  College  of 
Community  Health  Sciences,  University  of  Alabama,  Tuscaloosa, 
Alabama. 


to  the  nursery.  The  resident  is  called  45  min- 
utes after  delivery  that  the  infant  is  cyanotic. 
The  infant's  problem  could  involve  (l)cardio- 
vascular  system,  (2)  respiratory  system,  (3) 
hematopoietic  system  or  (4)  a metabolic  disorder. 

The  infant  appears  normal  by  examination 
except  for  cyanosis  and  bradypnea.  A De- 
xtrostix®  is  done  and  is  less  than  25  and  a 
serum  glucose  is  17.  An  infusion  of  hypertonic 
glucose  and  continuous  glucose  fluids  for  24 
hours  along  with  the  early  introduction  of 
feedings  results  in  no  further  problems  for  the 
newborn. 

Symptomatic  hypoglycemia  represents  one  of 
the  most  common  and  important  problems  a 
family  practitioner  must  be  prepared  to  recog- 
nize. Not  to  recognize,  or  not  to  treat 
promptly  can  result  in  irreversible  central  nerv- 
ous system  changes  leading  to  mental  retarda- 
tion. 

Small  for  gestational  age  infants  (SGA)  com- 
monly experience  hypoglycemia  which  responds 
readily  to  intravenous  glucose3,  and  the  early 
introduction  of  formula  feedings.  This  problem 
is  usually  non-recurrent.  Symptomatic  hypo- 
glycemia represents  one  of  the  most  common 
and  important  problems  a family  practitioner 
must  be  prepared  to  recognize. 


Recognition  involves  thinking  about  it.  All 
SGA  infant  should  have  post  delivery  hourly 
heelstick  Dextrostix®  checks  regardless  of 
symptoms  since  many  are  asymptomatic  and 
still  require  treatment. 


Case  2 ; 

A 8 lb.  7 oz.  infant  is  delivered  following 
an  unremarkable  pregnancy,  labor  and  delivery 
with  the  exception  of  heavy,  thick  meconium 
staining  of  the  amniotic  fluid  and  the  new- 
born. The  infant  fails  to  breathe  within  the 
first  minute,  but  has  a good  heart  rate.  The 
family  practice  resident  attends  the  delivery 
and  immediately  bulb  suctions  the  oropharynx 
and  performs  an  endoscopic  examination  and 
suctions  thick  meconium  through  the  vocal 
cords.  The  infant  then  gasps  and  is  given  oxy- 
gen, followed  by  more  regular  breathing.  With- 
in 1-2  more  minutes,  the  infant  cries  and  is 
breathing  regularly  with  improved  color  follow- 
ing positive  pressure  oxygen. 

Were  this  infant  not  dealt  with  aggressively 
and  appropriately  at  delivery,  he  could  have 
succumbed  at  delivery  to  asphyxia,  developed 
meconium  aspiration,  possibly  pneumothorax, 
or  even  death. 
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Followup  on  this  infant  reveals  that  no  fur- 
ther problems  were  experienced  within  the  nur- 
sery. A chest  x-ray  was  clear  and  the  infant 
was  discharged  on  the  third  hospital  day,  do- 
ing quite  well. 

Residents  within  our  program  are  instructed 
in  the  step-wise  resuscitation  of  the  newborn. 
During  their  residency,  while  on  the  pediatric 
rotation,  they  are  expected  to  attend  antici- 
pated problematic  deliveries  and  all  C-sections. 
Senior  residents  and/or  faculty  provide  back 
up. 

Ample  experience  is  gained  in  this  area.  Re- 
cent studies  indicate  serious  problems  result 
from  situations  when  newborns  were  not  suc- 
tioned by  direct  visualization  when  meconium 
staining  and  copious  stained  secretions  were 
noted  in  the  newborn's  oropharynx. 4 

Case  3 : 

A 5 lb.  14  oz.  infant  was  delivered  by  a 
local  obstetrician  and  because  the  infant  had  a 
one  minute  Apgar  of  3,  positive  pressure  resus- 
citation was  given  by  mouth  through  an  endo- 
tracheal tube.  The  infant  improved  transiently. 
The  infant  was  hurried  to  the  nursery  and 
noted  to  be  cyanotic  and  tachypneic.  A resi- 
dent was  called  and  the  infant  was  noted  to 
have  decreased  breath  sounds  over  the  left 
chest  and  the  point  of  maximal  impulse  over 
the  precordium  was  noted  to  be  shifted  far  to 
the  left. 

A stat  chest  x-ray  showed  a pneumothorax 
(almost  complete)  involving  the  right  lung.  A 
Heimlich  valve  trocar  was  immediately  intro- 
duced through  the  chest  wall  with  complete 
evacuation  of  the  pneumothorax.  Immediately 
the  infant's  color  turned  pink  and  tachypnea 
ceased.  Bubbling  of  the  valve  ceased  after  30 
minutes  and  at  the  end  of  24  hours  the  valve 
was  removed  without  sequelae.  The  infant  was 
discharged  on  the  sixth  hospital  day  without 
problems. 

Spontaneous  pneumothorax  following  aggres- 
sive positive  resuscitation  can  result  in  "blow- 
ing out"  a lung  and  is  not  an  uncommon 
complication.  This  is  a pediatric  emergency 
that  demands  immediate  attention!  The  treat- 
ment is  relatively  easy,  but  recognition  and 
prompt  appropriate  management  is  essential. 

The  insertion  of  a needle  or  trocar  and  tube 
(Heimlich  valve)  is  an  emergency  procedure  that 
frequently  cannot  wait  for  referral.  Any 
physician  caring  for  newborns  must  be  pre- 


pared to  evacuate  a pneumothorax,  and  work- 
ing in  a high  risk  nursery  setting  provides  an 
opportunity  for  our  residents  to  learn  this 
life-saving  procedure. 

Case  4: 

A term  appearing  infant  spontaneously  de- 
livered in  the  front  car  seat  17  miles  from  the 
nearest  community.  The  mother  was  a 19-year-old 
primigravida.  A friend  assisted  in  the  ligation  of  the 
cord  and  the  infant  and  mother  were  cared  for  at 
home  by  relatives.  On  the  third  morning  following 
delivery  the  cord  was  noted  to  be  oozing  blood  and 
their  local  doctor  was  called  and  the  infant  was 
referred  to  our  high  risk  nursery.  The  infant's 
examination,  with  the  exception  of  steady  oozing 
of  blood  at  the  cord,  was  within  normal  limits. 

The  resident  noted  that  the  infant  had  never 
received  prophylactic  vitamin  K.  Coagulation 
studies  were  all  within  normal  limits  with  the 
exception  of  the  PT  confirming  hemorrhagic 
disease  of  the  newborn.  With  the  administra- 
tion of  vitamin  K the  bleeding  ceased. 

This  is  a simple  and  straightforward  presen- 
tation but  an  invaluable  teaching  case.  Resi- 
dents learn  best  by  seeing  and  doing  as  op- 
posed to  ritualistic  chapter  and  verse  reading 
on  subjects  that  they  cannot  visualize.  In  Ala- 
bama in  1975,  2%  of  all  midwife  deliveries 
died,  and  2%  experienced  some  degree  of 
hemorrhagic  disease  of  the  newborn  secondary 
to  not  receiving  vitamin  K.s  The  author  sub- 
mits that  this  resident  having  managed  this 
case  will  always  remember  to  give  vitamin  K 
to  all  infants  who  have  not  received  it. 


Case  5: 

A 7 lb.  13  oz.  Caucasian  male  infant  was 
born  at  an  outlying  community  hospital.  The 
infant  was  noted  to  be  jaundiced  within  the 
first  24  hours.  The  mother's  blood  pressure 
was  0 positive.  She  had  been  referred  to  our 
hospital  because  of  persistent  vaginal  bleeding 
following  delivery  and  was  in  need  of  a trans- 
fusion and  pelvic  examination. 

The  referring  physician  stated  that  they  were 
unable  to  obtain  further  blood  studies  on  the 
infant  and  desired  to  transport  the  newborn 
because  the  infant  was  not  feeding  particularly 
well  and  was  jaundiced.  He  felt  the  infant 
probably  had  physiologic  jaundice.  At  the  time 
of  referral  the  infant  was  34  hours  old. 
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Examination  in  our  nursery  revealed  a vigor- 
ous, healthy  appearing  infant  who  was  in  no 
acute  distress,  but  who  was  markedly  icteric. 
The  blood  type  on  the  infant  was  A positive 
and  the  Coombs  was  positive.  A reticulocyte 
count  was  10.5  and  a peripheral  smear  re- 
vealed occasional  spherocytes.  A total  bilirubin 
was  13.1  (indirect  12.5;  direct  0.8)  and  an  lgM-18. 
The  infant  was  begun  on  Bililites  ® and  every  2 
hour  feedings. 

Blood  cultures  were  also  obtained  to  rule 
out  sepsis.  The  bilirubin  did  not  rise  higher 
with  subsequent  blood  determination.  The  in- 
fant was  noted  to  thrive  and  do  quite  well. 
Bililites®  were  discontinued  at  48  hours  and 
the  infant  was  discharged  4 days  after  admis- 
sion doing  quite  well. 

This  was  an  obvious  case  of  AO  blood  in- 
compatibility. The  referring  physician  recog- 
nized the  need  for  referral,  but  was  incorrect 
in  his  thinking  that  the  problem  was  physio- 
logic jaundice.  Jaundice  occurring  in  a newborn 
less  than  24  hours  of  age  is  not  physiologic. 
Also  what  should  have  been  of  paramount 
concern  was  an  infant  appearing  sluggish.  This 
should  have  made  him  suspicious  of  septicemia. 

This  was  an  excellent  case  of  neonatal  jaundice 
and  necessitated  the  resident  establish  a systematic 
approach  to  evaluation  and  treatment.  Several 
diagnoses  had  to  be  considered  very  rapidly,  and 
sepsis  had  to  be  ruled  out. 

With  a few  simple  tests:  blood  type-mother  and 
newborn,  direct  Coombs,  bilirubin  (direct  and 
indirect),  and  a smear  the  physician  can  usually 
make  a definite  diagnosis.  A resident  through  this 
case  and  similar  ones  learns  a systematic  approach 
to  jaundice.  They  also  learn  that  to  use  Bililites® 
without  a diagnosis  can  be  dangerous  and  fool- 
hardy. 


Summary  And  Implications: 

Having  worked  with  family  practice  residents 
I have  witnessed  their  apprehensions,  frustra- 
tions, therapeutic  triumphs,  and  a wide  gamut 
of  reactions.  I am  convinced  with  a good 
teaching  experience,  however,  the  resident  can 
take  with  him  to  the  rural  community  information 
which  can  result  in  innumerable  benefits  for  his 
patients. 

Frequently  his  mission  will  be  recognition, 
stabilization  and  triage.  Maybe  all  of  us  need 
to  ask  ourselves  who  is  more  important:  he 


who  diagnoses  neonatal  meningitis  or  he  who 
treats  to  completion  the  condition.  Both  are 
essential  but  resolution  of  the  disease  and  improve- 
ment of  the  infant  start  with  being  able  to 
recognize  the  problem.  We  are  not  all  able  to 
definitively  handle  every  problem  nor  is  this 
necessary. 

I do  feel  that  family  practice  residents  who 
work  with  pediatricians  who  have  had  addi- 
tional neonatal  training  can  develop  guidelines 
for: 

1.  An  awareness  of  the  problem  that  new- 
borns can  develop  both  suddenly  and  insidious- 
ly. With  this,  residents  will  determine  what 
they  can  treat  in  their  given  locale  and  when 
consultation  is  needed.  Referral  will  not  neces- 
sarily be  based  on  their  level  of  expertise. 

2.  The  technical  skills  of  endotracheal  in- 
tubation and  resuscitation,  radial  artery  sticks, 
umbilical  arterial  catheterization,  placement  of 
a Hemlich  valve  chest  tube,  and  intravenous 
therapy. 

3.  Reasonable  comprehension  of  neonatal 
physiology,  e.g.  oxygen  transport,  bilirubin 
metabolism,  acid-base  balance,  replacement  and 
maintenance  I.V.  fluids,  and  caloric  nutritional 
needs. 

4.  The  valve  of  obtaining  promptly  such 
tests  as:  blood  glucose,  calcium,  blood  cultures, 
serum  bilirubin,  and  lumbar  puncture. 

5.  A systematic  approach  to  handling  spe- 
cific problems,  i.e.,  neonatal  jaundice,  blood 
loss,  hypoglycemia,  resuscitation,  meconium  as- 
piration, and  pneumothorax. 

I can  think  of  no  member  of  the  health 
care  team  in  any  better  position  to  assist  in 
reducing  our  perinatal  mortality  than  our  new 
generation  of  residents.  Their  exposure  to  clini- 
cal medicine  in  contradistinction  to  the  general 
practitioners  of  years  ago  provides  them  new 
dimensions  that  should  only  improve  the 
health  care  for  both  infants  and  children. 
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MATERNAL  and  CHILD  HEALTH 

continued  from  page  29 

action  especially  in  the  areas  of  accident  prevention, 
alcohol,  drugs,  sex,  and  contraception  is  his  or  her 
responsibility. 

• Provide  easy,  complete,  and  nonpunitive  family 
planning  services  for  all  sexually  active  people  who  desire  it. 

• Provide  prenatal  care  which  is  given  in  a thorough  and 
competent  manner  which,  in  addition,  should  include  a 
mechanism  by  which  hospital  delivery  by  appropriate 
personnel  is  assured. 

• Also,  if  at  any  time  during  the  pregnancy,  labor  or 
delivery, complications  are  discovered,  appropriate  referral 
to  either  a high  risk  prenatal  clinic  or  physician  or  hospital 
with  adequate  facilities  should  be  available. 

• The  infant  should  have  a single  person  or  agency  which 
directs  his  or  her  care,  a single  source  which  is  responsible 
for  immunizations,  which  maintains  a medical  record  and 
insures  referral  to  the  wide  variety  of  physicians,  agencies 
and  institutions  which  provide  care  for  children  in 
Alabama. 

• And  finally,  after  delivery  the  mother  should  be 
returned  for  follow  up  to  the  providers  of  family  planning 
and  normal  maintenance  care. 

With  general  cooperation,  I believe  it  is  possible  for  our 
current  medical  system  to  provide  the  services  to  attain 
these  goals.  If  we  are  able  to  accomplish  this,  our  poor 
statistics,  especially  in  the  area  of  perinatal  and  infant 
mortality,  should  improve  substantially.  R 


FOR  THE  FUN  OF  IT- 


DONT  MISS  THE  GOOD  THINGS  OF  LIFE! 

Take  the  time  NOW  to  get  away  from  the 
humdrum  of  everyday  life.  Enjoy  the  thrill 
of  going  to  new  places  and  enjoy  life  while 
your  health  is  good  and  before  it's  too  late. 

LET  US  DO  THE  WORK 

AND  YOU  HAVE  THE  FUN! 
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"B'ham's  Most  Experienced  Travel  Agency' 


P.  O.  Box  2087,  Birmingham,  Ala.  35201 
1001  So.  22nd  Street  - Phone  323-8981 

FREE 

PARKING!  Near  Medical  Center-2  Blocks  from  5 Points  S. 

"Charge  It  On  The  American  Express  Card." 


Librax’ 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2,5  mg  clidinium  Br 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

“Possibly"  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms. increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e. . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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ROCHE 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


In  treating  irritable  bowel  syndrome* 


Enhance  your  therapeutic  expectations 

with 

librax 


Each  capsule  contains 
mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimotility 

librax  is  unique  among  G.I.  medications 
in  providing  the  specific  antianxiety  action  of 
LIBRIUMXchlordiazepoxide  fCl)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 
QUARZANTclidinium  Br)  fixac^unctive  therapy 
of  irritahle  howel  syndrane. 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 
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One  of  the  great  artistic  and  intellectual  forces  of  the  early  Rennaissance  was  Albrecht  Durer,  the  German  artist,  engraver 
and  theoretician.  In  addition  to  his  creation  of  visions  of  terrifying  fantasy,  he  evolved  an  elaborate  system  of  body  pro- 
portions. This  is  taken  from  one  of  his  16th  Century  works.— Reynolds  Historical  Library,  Birmingham. 
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PRESCRIPTICSSI 


From 


McGBIFF 


& 


SBIBEIjS 


^cG&S 


i^Griff  & Seibels 

F«.  phy»d»VTlonXS®y  Tta 

If  PaSnre'and  Marine 

S'-  <■“'  SS  «“£«  S eVri»«  “ 

bility  coverage.  P^^^act 

Seibels  for  details.  , . 


insurance  is 


McGRIFE  & SEIBEES 


125  Years  of  Financial  Service 
18531978 


McGRIFF  & SEIBELS,  Inc. 

competent  insurance  counsel  'S 

2217  7TH  AVENUE.  SOUTH  • BIRMINGHAM.  ALABAMA  • 35233  ' 

TELEPHONE  252-9871 

j 


A PR!  VA  TE  PSYCH  I A TRIG  HOSPI TA  L 


Owned  and  Operated  By 

HEALTH  SERVICES,  INC. 

A Wholly-owned  subsidiary  of 

CHARTER  MEDICAL  CORPORATION 

P.O.  Box  1230 — Decatur,  Alabama  35602 
Telephone  (205)  350-1450 


This  sixty-four  bed  ultra-modern  facility  offers  indi- 
vidualized, intensive,  yet  comprehensive  treatment  for 
emotional  disorders.  Specifically  designed  to  meet  the 
unique  and  specialized  needs  of  the  emotionally  ill 
patient,  the  facility  also  offers  treatment  programs 
for  addictive  disease,  adolescents,  and  general  psychi- 
atric patients. 

All  treatment  programs  are  under  the  direction  of 
staff  psychiatrists,  with  a support  staff  of  nursing, 
social  service,  psychology,  special  education,  occupa- 
tional and  recreational  therapy. 

The  Retreat  offers  a full  range  of  routine  diagnostic, 
therapeutic,  laboratory,  X-Ray,  EKG,  EEG  and  elec- 
tro-convulsive treatments. 

The  Retreat  is  a member  of  the  National  Association 
of  Private  Psychiatric  Hospitals;  North  Alabama 
Regional  Hospital  Council;  The  Alabama  Hospital 
Association. 

Fully  accredited  by  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Certified  by  Medicare.  A Blue  Cross 
Member  Hospital. 


Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  (decJicate(j  physicians, 
physicians  who  want  to  be,  not  salesmen,  ac- 
countants, and  lawyers,  but  physicians.  For 
such  physicians,  we  offer  a practice  that  is  prac- 
tically perfect,  where  in  almost  no  time  you  ex- 
perience a spectrum  of  cases  some  physicians 
do  not  encounter  in  a lifetime,  where  you  work 
without  worrying  whether  the  patient  can  pay  or 
you  will  be  paid,  and  where  you  prescribe,  not 
the  least  care,  nor  the  most  defensive  care,  but 
the  best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine  is  the 
perfect  setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-ranging  opportu- 


nities for  the  student,  the  resident,  and  the  prac- 
ticing physician  alike. 

Army  Medicine  offers  fully  accredited  re- 
sidencies in  virtually  every  specialty.  Army  resi- 
dents generally  receive  higher  compensation 
and  greater  responsibility  than  do  their  civilian 
counterparts  and  score  higher  on  specialty 
examinations. 

Army  Medicine  offers  an  attractive  alternative 
to  civilian  practice.  As  an  Army  Officer,  you  re- 
ceive substantial  compensation,  extensive  an- 
nual paid  vacation,  a remarkable  retirement 
plan,  and  the  freedom  to  practice  without  end- 
less insurance  forms,  malpractice  premiums, 
and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 
Phone:  CPT  Larry  Pitts  or  CPT  Dennis  Leahy 
(404)  752-381 2 


.\n  Equal  Opportunity’  Employer 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Adams 
Beltone  Hearing  Aid  Sen/ice 
315A  South  Sage  Avenue 
Mobile,  Alabama  36606 
205-479-9409 


K.  Louis  Azar 

Beltone  Hearing  Aid  Service 
302  Clinton  Avenue,  East 
Huntsville,  Alabama  35801 
205-533-3434 


M.  Guillot,  Jr.  & J.  Perkins 
Beltone  Hearing  Aid  Service 
1201  E.  South  Blvd. 
Montgomery,  Alabama  36116 
205-281-5070 


Ronald  D.  Lenox 
Beltone  Hearing  Aid  Center 
1810  Montgomery  Hwy.  Suite  17 
Dothan,  Alabama  36303 
205-794-3432  205-794-2233 


John  T.  McGaha 
Beltone  Hearing  Aid  Service 
2425  N.  Broad  Street 
Selma,  Alabama  36701 
205-875-7911 


Chester  H.  Partin 
Beltone  Hearing  Aid  Service 
504  Woodward  Avenue 
Muscle  Shoals,  Alabama  35601 
205-381-4110 

Beltone  Hearing  Aid  Service 
1311  6th  Avenue,  S.E. 

Decatur,  Alabama  35601 
205-350-2474 


A.  L Pattillo,  Jr. 

Beltone  Hearing  Aid  Center 
825  22nd  Street,  So. 
Birmingham,  Alabama  35205 
205-323-4271 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


J^UXILIARY 


Mrs.  Aubrey  E.  Terry 
President,  A-MASA 


A Note  of 
Thanks 


DOCTOR 


The  heritage  passed  along  by  physician 
to  physician  since  this  countries  incep- 
tion has  most  always  been  exciting, 
fascinating  and  yet  sobering. 

From  the  earliest  days,  medicine  has 
had  its  share  of  outstanding  men,  some 
who  were  to  become  founding  fathers; 
in  fact  four  of  those  men  signed  the 
Declaration  of  Independence.  Accord- 
ing to  reliable  sources,  doctors  were 
often  active  in  the  rebellion  of  the 
American  colonists.  .They  were  states- 
men in  legislatures  and  Congress,  they 
were  officers  in  the  line,  and  they  were 
surgeons  at  battle  sites  and  hospitals.^ 
They  were  wise  and  courageous  leaders 
fully  dedicated  then  as  well  as  later  to 
the  task  that  was  before  them. 

It  was  also  during  these  earlier 
turbulent  years— neafing  the  end  of  the 
18th  century— that  triumphant  dis- 
coveries in  preventive  medicine  were 
beginning  to  occur.  With  the  first 
successful  small  pox  vaccination  in 
May,  1796,  Edward  Jenner  changed 
the  role  of  that  virus  from  the  con- 
queror to  the  conquered.  Diphtheria 
disease  recognition  by  Brettoneau  in 
1826,  disease  site  identification  of  the 
germ  by  Klebs  in  1883,  and  pertinent 
antitoxin  work  by  Roux  represented 
tremendous  accomplishments.^ 


Later  when  properly  used,  vaccines 
developed  for  whooping  cough  (per- 
tussis), lock  jaw  (tetanus)  as  well  as 
those  for  typhoid  fever,  polio,  measles 
and  mumps  would  be  found  to  be 
almost  100%  effective.  Successful 
treatment  now  available  for  tubercu- 
losis, scarlet  fever  and  typhoid  fever 
are  well  known,  and  exceptional 
advancement  in  antiseptics  made  by 
Lister  many  years  ago  created  a basis 
for  immeasurable  surgical  progress. 

Today  in  all  fields  of  medicine  one 
can  scarcely  believe  and  comprehend 
the  mind  boggling  feats  that  have  been 
developed  and  perfected  during  our 
more  recent  past.  Expecially  for  this 
reason  we  should  be  very  much  aware 
of  the  immense  depth  required  of 
physicians  who  are  called  upon  daily 
for  emotional  and  legal  as  well  as 
difficult  medical  decisions.  And  cer- 
tainly we  can  expect  to  see  their 
humane  progress  keep  in  step  with  the 
technical  advancement  that  will  be 
anticipated  in  the  future. 

So  as  we  honor  our  physicians  on 
Doctors'  Day,  March  30,  let  us  recog- 
nize and  appreciate  the  contributions 
made  by  those  thousands  of  doctors 
who  have  given  themselves  unselfishly 


for  the  care  of  people  with  all  kinds  of 
problems  and  illnesses. 

Let  us  not  forget  to  be  appreciative 
also  to  those  physicians  and  non  physi- 
cians who  have  applied  their  thought 
and  time  to  research,  academic  and 
technical  accomplishments.  And  too, 
let  us  feel  a large  indebtedness  to  the 
ones  who  have  so  diligently  dedicated 
their  efforts,  ideas  and  ideals  for  the 
control  and  prevention  of  disease. 

As  we  honor  those  who  in  one  way 
or  another  have  been  instrumental  for 
developing  better  patient  attention, 
may  we  also  be  greatful  to  those  past 
and  present,  who  have  and  will  sacri- 
fice to  devote  their  thought  and  time 
for  the  common  good.  These  physi- 
cians too  will  be  contributing  so  that 
individuals  in  future  years  may  receive 
excellent  care  similar  to  that  which  has 
so  often  been  given  in  the  past. 
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contains  no  aspirin 


tablets 

Darvocet-N'KX)  © 


lOO  mg.  Darvon-N'  (prcpDxyphene  ncpsylote) 

650  mg.  acetaminophen 


Additional  Information  available 

to  the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

700565 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 

ipHYSICIAN^S  PLACEMENT  SERVICE 

B The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians’  Placement  as  a service  to  the  medical  progession  in  the  state  of 
I Alabama.  Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making  inquiry.  Physicians  wishing  to 
d establish  practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  information  write:  Mr.  Emmett  Wyatt, 

] Executive  Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (205)  263-6441. 

LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


ff  ANESTHESIOLOGY:  Age  30;  India,  1973; 
n American  Board  Eligible;  seeking  practice  in 
H specialty;  private,  solo  or  group.  Available 
July  1979.  LW-030279. 

.]  * * * 

t EMERGENCY  MEDICINE:  Age  42;  Emory 
t 1965;  seeking  practice  in  institutional  or 
Industrial  medicine  in  the  coastal/northern 
section  of  Alabama  preferably  in  Mobile, 
Huntsville  or  Montgomery.  Available 
immediately.  LW-030379. 

* * ★ 

FAMILY  PRACTICE;  Age  31;  University  of 
Alabama,  1974;  Board  Eligible  in  Family 
Practice;  seeking  practice  preferably  in  the 
southern  part  or  on  the  coast.  Available 
immediately.  LW-02270. 

★ ★ ★ 


PEDIATRICS/NEONATAL:  Age  34; 

Howard  University,  1972;  American  Board 
Certified;  seeking  practice  in  specialty  pre- 
ferably in  the  Birmingham  area.  Available 
July  1979.  LW-030579. 

★ * * 

PSYCHIATRY:  Age  44;  University  of 

Toronto,  1959;  American  Board  Certified; 
seeking  practice  in  Psychiatry  preferably  in 
the  southern  section  of  Alabama.  Available 
for  practice  in  the  near  future.  LW-02679. 
* ★ * 

ORTHOPEDIC  SURGEON:  Age  30;  Univer- 
sity of  Tennessee,  1973;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  15,000  or  great- 
er. Available  January  1980.  LW-11478. 


specialty  group  or  solo.  Available  July  1979. 
LW-12031. 

GENERAL  SURGERY:  Age  32;  Case  West- 
ern Reserve  University,  1974;  seeking  prac- 
tice in  solo  or  group  practice.  Available  July 
1.  1 979.  LW-02879. 

GENERAL  SURGERY:  Age  34;  Temple 

University;  1969;  American  Board  Certified; 
seeking  practice  in  a town  with  a population 
of  more  than  50,000.  Available  November 
1979.  LW-02979. 

■*  * * 

GENERAL  SURGERY:  Age  29;  University 
of  Mississippi;  seeking  practice  in  Alabama. 
LW-02779. 


FAMILY  PRACTICE:  Age  37;  Ranga  Raya 
Medical  School,  1972;  will  be  American 
Board  Eligible  in  1979;  seeking  practice  in 
specialty  preferably  in  Birmingham  and 
suburban  areas.  Available  July  1979. 
LW-02379. 

* * * 

FAMILY  PRACTICE:  Age  45;  University  of 
Saskatchewan,  1968;  National  Board  Certi- 
fied; American  Board  Certified;  American 
Board  Eligible;  seeking  practice  in  research, 
multi-specialty  group  or  partnership.  Avail- 
able May  1979.  LW-14776. 

* * * 

GENERAL  PRACTICE/GENERAL  SUR- 
GERY: Age  32;  University  of  Buenos  Aires; 
1969;  American  BoSrd  Eligible;  seeking 
practice  in  general  practice,  specialty,  assist- 
ant or  associate  preferably  in  the  coastal 
area  with  a population  of  5,000  plus. 
Available  April  1979.  LW-030179. 

* * ★ 

GENERAL  PRACTICE/OBSTETRICS  & 
GYNECOLOGY:  Age  59;  Medical  College 
of  Alabama,  1954;  American  Board  Eligible; 
seeking  practice  in  multi-specialty  group, 
single  specialty  group  or  partnership  in  a 
community  of  25,000-99,999  population. 
Available.  LW-14553. 

* * * 

GENERAL  P R A C T I C E/ EME  RG  EN  CY 
MEDICINE:  Age  37;  Cebu  Institute  of 

Medicine,  1968;  seeking  practice  in  partner- 
ship, solo,  industrial  or  emergency  room. 
Available  July  1979.  LW-14672. 

* * ★ 

OBSTETRICS  & GYNECOLOGY;  Age  43; 
Medical  College  of  Georgia,  1975;  seeking 
practice  in  specialty,  solo  or  group  prefer- 
ably in  the  coastal  area.  Available  January 
1980.  LW-030479. 

★ * ★ 

OBSTETRICS  & GYNECOLOGY:  Age  30; 
Meharry  Medical  College,  1973;  will  be 
American  Board  Eligible  in  1979;  seeking 
practice  in  partnership,  single  specialty 
group  or  multi-specialty  group.  Available 
July  1979.  LW-13835. 

* * * 

OPHTHALMOLOGY:  Age  28;  Duke,  1976; 
seeking  practice  in  Ophthalmology  or  Aca- 
demic in  a town  of  75,000  plus  population. 
Available  January  1981.  LW-02579. 


SURGEON/UROLOGICAL:  Age  30;  Uni- 
versity of  Alabama,  1974;  American  Board 
Eligible  in  1979;  seeking  partnership,  single 


PRIMARY  CARE  PH YSI C I AN-Wan ted  to 
serve  as  Medical  Director  of  a Primary  Care 
Group  Practice.  Will  be  a Montgomery, 
Alabama  hospital  employee  with  the  oppor- 
tunity to  develop  the  ideal  Primary  Care 
Group  Practice.  Moving  expenses,  salary, 
other  fringe  benefits.  PW-030179. 

I N TE  RNI  ST— Excellent  opportunity  for 

association  with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

FAMILY  PHYSICIAN— Opportunity  to 
establish  gratifying  practice  in  Southwest 
Alabama  community  of  9,000  with  a trade 
area  of  25,000,  located  within  minutes  of 
Mobile  and  Gulf  Beaches.  Associations  with 
established  family  physician  possessing 
well-equipped  offices  available.  Invitation  to 
visit  with  expenses  paid  will  be  directed  to 
those  who  qualify.  PW-26. 

★ * * 

OPPORTUNITY  for  Surgeon,  Family  Prac- 
titioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 
35,000  population,  located  100  miles 
north-west  of  Birmingham.  May  begin  as 
associate  working  with  three  other  physi- 
cians or  solo  working  with  same  doctors. 
Office  space  immediately  available.  Excel- 
lent location  near  mountain  lakes,  river, 
hunting,  fishing,  boating,  golfing  and  nearby 
to  Metropolitan  Area.  PW-14. 


OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS— 

Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 
city  40  miles — population  of  200,000;  near- 
est hospital  20  miles;  last  physician  in  town 


SURGERY:  Age  45;  Tufts  University,  1957; 
seeking  assistant  or  associate  practice  in  a 
town  with  a population  over  50,000.  Avail- 
able December  1979.  LW-020179. 


died  12  years  ago;  equipped  three  room 
clinic  available  with  guaranteed  salary  or 
option  to  purchase;  principal  sources  of 
income  in  community  are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-0917  8. 

Town  of  1,000  population;  trade  area 
20,000  in  Southeast  Alabama;  nearest  large 
city  165,000  population  35  miles;  Principal 
sources  of  income  in  community  are  farm- 
ing and  lumber  industries;  2 churches,  2 
schools;  social  activities  include  service  clubs 
and  country  club.  Presently  all  medical 
services  at  the  family  practice  clinic  are 
provided  by  residents  of  the  family  practice 
residency  training  program  on  a rotation 
basis.  The  clinic  is  in  its  third  year  of 
operation.  The  city  is  seeking  a full  time 
physician  to  serve  as  director  of  the  clinic 
through  a grant  from  the  National  Health 
Service  Corps.  PW-02179. 

Town  of  1,300  population;  trade  less  than 
10,000;  south  central  Alabama;  one  semi- 
retired  physician  in  town;  clinic  available 
equipped  for  two  physicians,  commuter 
town;  nearest  hospitals  15  miles;  nearest 
metro  area  30  miles  with  200,000  popula- 
tion; 5 churches,  4 schools.  PW-09278. 

★ * * 

Town  of  2,500  population;  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  in  town;  one  physician  died  re- 
cently; 2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population;  two 
offices  available  and  another  one  could  be 
constructed;  principal  sources  of  income  in 
community  are  agriculture  and  light  indus- 
try; 15  churches,  1 school,  2 kindergartens, 
1 day-care  center;  social  activities  include 
service  clubs,  and  golf  course.  PW-09378. 
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gtASSIFlEP  ADVBRTISIMO 


STUDENT  HEALTH  PHYSICIAN:  Needed  at  Auburn  University, 
where  eight  full  time  physicians  provide  primary  care  to  18,000 
students  from  a modern,  well  equipped  health  care  facility.  Regular 
hours,  ample  leisure  time,  competitive  salary,  and  all  University 
fringe  benefits  plus  paid  malpractice  insurance.  Both  nine  and 
twelve  month  appointments  available.  Requirements:  Medical 

degree,  Alabama  license  prior  to  appointment,  plus  an  interest  in  the 
special  problems  of  young  adults  and  the  ability  to  communicate 
easily  with  them.  Contact:  D.  W.  Oleson,  M.D.,  Medical  Director, 
Drake  Student  Health  Center,  Auburn  University,  Auburn,  Alabama 
36830.  (205)  826-4416.  An  equal  opportunity  employer. 


FAMILY  PHYSICIAN  OR  GENE R A L PR ACTI Tl ONE R either  of  2 
offices  in  Mobile.  Flexible  arrangements  in  a small  group.  Family 
Medical,  P.  O.  Box  160272,  Mobile  AL  36616. 


RADIOLOGY — Seeking  position  as  Locum  Tenens  in  General 
diagnostic  roentgenology.  Alabama  license  and  insurance.  Neal  S. 
Flowers,  M.D.,  209  Langham  St.,  Monroeville,  AL  36460. 


FOR  RENT — Luxury  Townhouse,  Destin,  Florida — Holiday  Isle. 
Two  bedroom,  2V2  bath,  gulfview,  swimming  pool  and  dock. 
Contact:  Dr.  Ralph  L.  Tieszen,  1529  N.  25th  St.,  Birmingham,  Ala. 
35234  (205)967-3395. 


Outstanding  multi-hospital  emergency  group  has  excellent  oppor- 
tunities available  in  Greenville,  Missippi.  Fly  to  Mississippi,  work 
6-16  shifts,  spend  the  other  20  days  in  California.  Fee-for-service. 
Malpractice  insurance  provided.  No  accounting,  billing,  or  personnel 
problems.  Contact:  Garland  Holloman,  M.D.,  Delta  Medical  Center, 
1400  E.  Union  Street,  Greenville,  Mississippi  38701  (601)  378-3783 
or  John  Stein,  897  MacArthur  Boulevard,  San  Leandro,  California 
94577  (415)  638-3979. 


WANTED:  Board  Certified  Internist  to  do  insurance  type  office 
medical  examinations  in  Alabama.  Excellent  renumeration.  Apply: 
Dr.  Escoffery,  16820  South  West  274  Street,  Miami,  Florida  33031 
(305)  247-7285. 


ALABAMA:  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  AL,  Emergency 

Department,  Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639, 
Marina  del  Rey,  CA  90291,  Phone  (213)  822-1312. 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7445,  evening  hours  553-2198. 


FAMILY  PRACTITIONER,  GENERAL  SURGEON,  INTERNIST, 
OB/GYN,  ORTHOPEDIC  SU  RG  EON— Needed  for  3 year  old, 
100 — bed  JCAH  accredited  full  service  hospital  located  in  Northwest 
Alabama.  Population  of  this  amiable  Alabama  town  is  about  10,000 
with  a service  area  of  25,000.  Reply  to:  Carol  Nussbaum, 

Professional  Relations,  Humana  Inc.,  P.  O.  Box  1438,  Louisville,  KY 
40201.  (502)  589-3790. 


FP’s,  Ala.  & Missouri,  $40,000  guarantee,  moving,  free  rent,  other: 
C.V.  to  Dr.  R.  E.  Wiltsie,  P.  O.  Box  57026,  Birmingham,  Ala. 
35209. 


Medical  Director  for  Primary  Care  Group  Practice  to  be  employed 
by  Montgomery  AL,  hospital.  Experienced  Primary  Care  Physician 
will  have  opportunity  to  develop  ideal  P.  C.  group  practice.  Moving 
expenses,  other  Fringes.  Contact:  Larry  Dixon,  Jackson  Hospital 
Foundation,  1235  Forest  Avenue,  Montgomery,  Al  36106  (205) 
832-4000  ext.  4880 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 

if  there 
are  problems 
and  there 
is  drinking... 
drinking 
rrray  be  the 
only  Problem/ 


BOX  508  ST.ATESBORO.  GA  30458  (912)  764-6236 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS  S 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microseopie 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carlnli  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. “Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions^  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b i d for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

'/2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 Vz  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carimi  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose'*'  packages  of  100;  Prescription  Paks  of  40.  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X X Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  071 10 

Please  see  back  cover. 


the  Bactrimr 
system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 


APRIL  1979 


PEDIATRIC  INDICATIONS* 
FOR  BACTRIM  CONTINUE 

TO  GROW.. 


URINARY  TRACT 
INFECTIONS 


PNEUMOCYSTIS 

CARINII 

PNEUMONITIS 


SHIGELLOSIS 


ACUTE  OTITIS 
MEDIA 


^Involving  susceptible  organisms. 

Please  see  Indications  section  in  summary  of  product  information  on  lost  page  of  this  advertisement. 


NOW.. 

ROCHE  INTFODUCES 


NEW 

CHERRY  FLjMDR 


(Prescript!' 
for  a 10-kg 
[22-lb]  child) 


PEDIATRIC 


SUSPENSION 

Each  teaspoonful  (.5  ml)  contains 
40  mg  trimethoprim  and  200  mg  sulfamethoxazole 


APR  2 


h- 


ESPECIALLY  ELAVORED 
EOR  CHILDREN’ 

Also  available:  The  original  fruit-licorice  flavor  to  be  prescribed 
as  "Bactrim  Suspension."  The  same  active  ingredient  formulation— the  difference  is  the  flavor 


'Contraindicated  in  children  under  2 months  of  age. 


Please  see  summary  of  product  information  on  following  page. 


BACTRIM 

(trimethoprim  and  sulfamethoxazole) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coli.  Klebsiella  Enierobacter,  Proteus 
mirabilis.  Proteus  vulgaris.  Profeus  morganii.  It  is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  frequency  of  resistant  or- 
ganisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  influer^zae 
or  Sfrepfococcus  pneumoniae  when  in  physician's  judgment  it  offers  an  advantage 
over  other  antimicrobials.  Limited  clinical  information  presently  available  on  effec- 
tiveness of  treatment  of  otitis  media  with  Bactrim  when  infection  is  due  to  ampicillin- 
resistant  Haemophilus  influenzae.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indicated  for 
prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei  when 
antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date,  this 
drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were  im- 
munosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensilivity  lo  inmeihopnm  or  sulfonamides  pregnancy  nursing 
'Mothers  nfanis  less  than  two  months  Of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL  PHARYN- 
GITIS. Clinical  studies  show  that  paiienis  with  group  A /j-hemolyfic  streptococcal  tonsii- 
topharyngihs  have  higher  incidence  of  bactenoiogic  failure  when  treated  with  Bactnm  than 
do  those  treated  with  pemciilm  Deaths  from  hypersensitivity  reactions,  agranulocytosis 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides  Expe- 
rience With  trimethoprim  is  much  more  limited  but  occasional  interference  with 
hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of  thrompopenia  wiih 
purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat  fever  pallor 
purpura  or  laundice  may  be  early  signs  of  senous  blood  disorders  Frequent  CBCs  are 
recommended  'herapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  Use  cautiously  m patients  with  impaired  renal  or  hepatic  function  possible 
folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  giucose-6-phosphate 
dehydrogenase  deficiency  hemolysis,  frequently  dose-related  may  occur  During  therapy 
maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful  microscopic 
examination  and  renal  function  tests,  particularly  where  there  is  impaired  renal  function 
Bactnm  may  prolong  prothrombin  time  m those  receiving  warfarin  reassess  coagulation 
time  when  administering  Bactnm  to  these  patients 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  it  not  reported  with  Bactnm  Blood  dyscrasias  Agranulocytosis,  apiastic  anemia 
megaloblastic  anemia,  thrompopenia  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombmemia  and  methemoglobinemia  Allergic  reactions  Erythema  muitiforme.  Sfevens- 
Johnson  syndrome  generalized  skm  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
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sulfonamides  have  caused  rare  instances  of  goiter  production  diuresis  and  hypoglycemia 
m patients,  cross-sensitiviiy  with  these  agents  may  exist  in  rats,  long-term  therapy  with 
sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 
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f ROM  THE  EXECUTIVE  DIRECTOR 


CME,  Then  And  Now 

In  the  old  and  even  not-so-old  days  of  medicine,  the 
annual  meeting  was  where  doctors  from  various  geographi- 
cal regions,  including  the  remote  hinterlands,  gathered  to 
exchange  the  latest  advances  in  their  art  and  science.  That 
was  about  all  there  was  that  could  be  called  continuing 
medical  education. 

The  coming  of  journals,  like  this  one,  did  not  supplant 
the  medical  meetings,  but  only  supplemented  them.  The 
centerpiece  of  this  year's  annual  session  in  Birmingham  is, 
as  always,  the  scientific  program. 

This  year  there  will  be  a well  organized  morning  session 
and  four  simultaneous  afternoon  sessions  dedicated  to 
various  Alabama  medical  problems.  But  there  is  a difference 
this  year  because  the  mandatory  CME  requirement  begins 
in  July. 

MASA's  annual  scientific  sessions  won  accreditation  after 
the  1975  inspection  by  the  AMA  Council  on  Medical 
Education. 

You  may  note  at  the  annual  session  a flurry  of  activity 
among  CME  officials.  Reason:  MASA's  own  CME  program 
is  being  resurveyed  by  the  Liaison  Committee  on  Continu- 
ing Medical  Education. 

We  hope  to  secure  not  only  reaccreditation  for  our 
Annual  Scientific  Session,  but  also  accreditation  authority 
for  our  regional  CME  programs  and  other  MASA  activities. 
In  addition,  we  could  then  co-sponsor  as  requested  CME 
activities  of  the  state  specialty  societies  and  other  groups, 
and  make  more  AMA  category  I programs  available  to  the 
membership. 

For  several  years,  the  Council  on  Medical  Education  has 
had  its  own  booth  among  the  exhibitors.  Plan  to  drop  by.  If 
you  are  still  confused  about  CME  requirements,  ask. 

Additionally,  the  staff  manning  the  booth  will  provide 
useful  tips  for  your  office  staff  in  keeping  track  of  your 
CME  activities.  A sample  of  MASA's  Physician  Recognition 
Award  will  be  displayed,  showing  you  the  certificate  you 
will  get  when  you  complete  your  requirements. 

Brochures  on  coming  regional  CME  programs  will  be 
available,  as  will  video  cassette  tape  presentations  of  CME 
material  you  may  check  out. 

All  of  which  is  one  more  good  reason  to  attend  the 
annual  session.  There  are  many  others,  not  the  least  of 
which  is  observing  your  association  in  action  and  renewing 
old  friendships. 

See  you  in  Birmingham  April  19-21. 


S.  Lon  Conner 
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PRESIDENT'S  MESSAGE 


The  past  year  has  been  a rewarding  time  for  me  as  your  President.  Although  I knew  about  the  problems 
facing  American  medicine  in  general  and  our  state  association  in  particular,  these  were  brought  into  sharper 
focus  during  the  year. 

I am  more  persuaded  now  than  ever  before  that  the  only  way  that  physicians  can  survive  the  challenges  we 
face  on  many  fronts  is  through  pooling  our  energies  and  ideas  in  MASA  and  the  AMA.  Individually,  we  are 
weak.  Collectively,  we  are  strong. 

Some  programs  that  were  initiated  or  continued  during  the  year  were  these: 

• Cost  containment  in  cooperation  with  AMA; 

• Impaired  physician  program,  now  a reality  in  Alabama; 

• A second  opinion  program  in  elective  surgery,  in  cooperation  with  Alabama  Medical  Review; 

• A modified  stance  on  national  health  insurance,  supporting  catastrophic  coverage  only  (a  position  close  to 
that  adopted  by  the  AMA  in  December); 

• A new  award  to  recognize  acts  of  heroism  in  lifesaving  by  paramedics,  firemen,  policemen  and  ordinary 
citizens. 

It  is  incumbent  on  me  as  your  outgoing  President  to  offer  some  comments  on  dangers  I see  on  the  horizon. 
Some  of  these  are: 

• The  cost  of  medical  care  will  continue  to  rise  as  the  cost  of  supplies,  services  and  expensive  medical 
machines  increase,  and  as  our  informed  patients  continue  to  demand  the  use  of  these  services. 

• The  threat  of  second-level  medical  care,  which  could  return  the  state  to  those  dark  days  of  the  diploma  mills 
unless  the  trend  is  successfully  resisted. 

• The  Federal  Trade  Commission's  new  attacks  on  professionalism  gravely  concern  physicians  in  this  state  and 
nationally.  We  are  hoping  for  some  remedial  action  in  Congress,  where  there  is  already  some  growing 
resistance  to  the  FTC  grab  for  more  power  over  industry  and  medicine. 

• The  Department  of  Health,  Education  and  Welfare  seems  to  be  competing  with  the  FTC  in  snaring  us  in 
guidelines  paperwork  under  thinly  veiled  threats  of  disbursement  extortion. 

• HSAs,  already  active,  may  become  more  intrusive.  I urge  physicians  to  take  an  active  role  in  their 
deliberations. 

• National  Health  Insurance  is  usually  regarded  as  the  principal  threat  to  medicine,  but  there  are  many  others. 
We  can  be  almost  as  effectively  socialized  by  regulations  as  by  legislation.  The  bureaucrats  can  take  away 
independent  medicine  by  inches  as  well  as  by  yards  and  miles. 

Support  your  Association.  Give  it  the  benefit  of  your  experience  and  wisdom.  Remember  the  wise  old 
saying:  It  is  better  to  light  one  little  candle  than  curse  the  darkness. 

We  need  each  other.  It  is  only  through  collective  wisdom  and  action  that  medicine  as  we  know  it  will 
survive. 

In  my  opinion,  your  association  is  in  competent  hands  and  1 believe  Dr.  Luther  Hill,  your  incoming 
President,  will  make  you  a good  leader  in  the  coming  year. 

In  closing,  I want  to  thank  the  staff  in  Montgomery  and  the  full  membership  of  MASA  for  their 
cooperation,  help  and  interest  shown  during  my  term  as  President. 

Thank  you  for  the  privilege  of  serving  as  your  President. 
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ROLE  OF  THE  SPECIALTIES 
IN  FAMILY  PRACTICE  TEACHING 


A Family  Practitioner's  View 


by  CHARLES  T.  MOSS,  JR.,  M.D. 

Associate  Professor  of  Family  Medicine;  Chairman  of  Family  Practice 
Residency  Program;  College  of  Community  Health  Sciences;  Selma/Dallas 
County  Family  Practice  Residency  Program. 


ABSTRACT 

The  author  points  out  some  of  the  differences  of 
opinion  between  family  physicians  and  various 
specialists  regarding  the  role  of  the  specialist  in 
Family  Practice  teaching.  The  need  for  specialty 
help  and  paramedical  personnel  in  the  multiple 
methods  possible  for  teaching  Family  Practice 
residents  is  brought  out.  Attitudinal  differences 
between  a specialist  teaching  in  his  own  specialty 
residency  and  one  teaching  in  a Family  Practice 
residency  are  noted. 

Questions  have  been  raised  by  specialists  in 
various  disciplines  regarding  the  propriety  of  teach- 
ing outside  of  their  own  disciplines,  especially  in 
Family  Practice  programs.  To  answer  these  ques- 
tions a broad  understanding  of  the  philosophy  of 
Family  Practice  and  of  Medicine  as  a whole  is 
needed. 

Perhaps  the  definition  of  a Family  Physician 
accepted  by  the  American  Academy  of  Family 
Physicians  would  bear  repeating  here.  "The  Family 
Physician  is  a physician  who  practices  in  the 
discipline  of  family  medicine  whose  training  and 
experience  qualify  him  to  practice  in  several  fields 


of  medicine  and  surgery  with  particular  emphasis 
Oh  the  family  unit  who:  (a)serves  the  public  as  a 
physiciah  of  first  contact  and  means  of  entry  into 
the  health  care  system,  (b)  evaluates  his  patients 
total  health  needs  providing  personal  medical  care 
within  one  or  more  fields  of  medicine  and  refers 
the  patient  when  indicated  to  appropriate  sources 
of  care  while  perserving  the  continuity  of  his  care, 
(c)  assumes  responsibility  for  his  patients'  compre- 
hensive and  continuing  health  care  and  acts  as 
coordinator  of  his  patients  health  services,  and  (d) 
accepts  responsibility  for  his  patients  total  health 
care  including  the  use  of  consultants  within  the 
context  of  their  environment  including  the  com- 
munity and  the  family  or  comparable  social  unit." 

The  game  of  definitions  which  has  plagued  our 
specialty  since  its  inception  continues  to  trouble  us 
in  relation  to  this  particular  problem.  The  bound- 
aries of  other  specialties  are  obviously  clearly 
defined  - or  are  they?  Surely  a Pediatrician  is  a 
pediatrician,  but  what  is  a Pediatric  Neurologist,  a 
Pediatric  Surgeon,  or  a Pediatric  Allergist?  Are 
they  Pediatricians  or  are  they  Neurologists,  Sur- 
geons, or  Allergists? 

continued  on  page  1 1 
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lyazide 

capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
terene)  and  25  mg.  of  hydrochlorothiazide. 

4akes  Sense  in 
lypertension* 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  liter/day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-F  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-F  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  laundice.  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum  K-F 
frequently,  both  can  cause  K-F  retention  and  elevated 
serum  K-F  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions;  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules.  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 


SK&F  CO. 

a SmilhKIine  company 

Carolina.  PR  00630 


When  painful  spasm 
is  the  presenting 
symptom 


/ ^ 

?ff/  1 

...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


‘This  drug  has  been  classified  probably  ' effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl’ 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets.  Syrup,  Iniection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  ol  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FOA  has  classilied  the  following  indications  as  "prob- 
ably' effective 

For  the  treatment  ot  functional  bowel/irntable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
THESE  FUNCTIONAL  DISORDERS  ARE  DFTEN  RE- 
LIEVED BY  VARYING  CDIVIBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIDRA- 
TION  OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  ot  the  less-than-etfective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  ot  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  ot  incomplete 
intestinal  obstruction  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  ot  the  drug  in  the  presence  ot  complication  ot 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholmergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient  s response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia,  palpitations, 
mydriasis,  cycloplegia.  increased  ocular  tension,  loss  ol  taste, 
headache,  nervousness,  drowsiness,  weakness,  dizziness,  insom- 
nia. nausea,  vomiting,  impotence,  suppression  ol  lactation,  con- 
stipation, bloated  feeling,  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manileslalions,  some  degree  ol  mental  contusion  and/or  excite- 
ment especially  in  elderly  persons,  and  decreased  sweating  With 
the  iniectable  form  there  may  be  a temporary  sensation  ot 
lighiheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoontuls  syrup  three  or  four  times  daily  Children 
1 capsule  or  teaspoontul  syrup  three  or  tour  times  daily  Infants  h 
teaspoontui  syrup  three  or  tour  times  daily  (May  be  diluted  with 
equal  volume  ot  water)  Bentyl  20  mg  Adults  1 tablet  three  or  lour 
timesdaily  Bentyl  Injection  Adults  2ml  (20mg)  every  lour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  m swallowing,  CNS 
stimulation  Treatment  should  consist  ol  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  tor  sedation  but  they  should  not  be  used  it  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (belhanecol  chloride  USP) 
should  be  used 

Product  Information  as  ot  October,  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC  . Swittwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  lor  MERRELL-NATIONAL 
LABORATORIES.  Division  ol  Richardson-Merrell  Inc . Cincinnati, 
Ohio  45215,  USA 


Merrell 

MERRELL  national  LABORATORiES 
OivtS'on  ol  Richa'dson  Me"eiiinc 
Ciocmnaii  O^K>  45215  USA 


INDEX  TO  ADVERTISERS 


Beltone  Electronics  Corporation 42 

Blue  Cross  Blue  Shield  of  Alabama 48 

Bristol  Laboratories  52,53,54 

Brookwood  Lodges  28 

Burroughs  Wellcome 51 

Eli  Lilly  and  Company,  Inc 43 

E.  R.  Squibb  & Sons,  Inc 21,22 

German  Auto  20 

Lederle  Laboratories 26,27 

McGriff  & Seibels  29 

Mead  Johnson  Pharmaceutical  Division  . . . .31,32 

Merck  Sharp  & Dohme 16,44,45,46 

Merrell-National  Laboratories  8,9,10,36,37 

Mutual  Assurance  Society  40 

Retreat  Hospital 47 

Roche  Labs 1,2,1 2,1 3,38,2nd, 3rd,4th  covers 

Smith,  Kline  & French 7 

Upjohn  Co 14,15,16 

Willingway  Hospital  41 


Physician: 

Practice  medicine, 
not  administration. 

Medicine  is  a practice  of  such  conse- 
quence as  to  demand  the  last  particle  of 
the  practitioner's  attention.  Therefore, 
Army  physicians  receive  substantial 
compensation,  extensive  annual  paid 
vacation,  a remarkable  retirement  plan, 
and,  best  of  all,  the  freedom  to  practice 
without  endless  insurance  forms,  mal- 
practice premiums,  and  cash  flow  worries. 

Army  Medicine: 

THE  PRACTICE  THAT'S  PRACTICALLY  ALL  MEDICINE. 


Call  Collect/Person  to  Person 
CPT  Larry  Pitts  or  CPT  Dennis  Leahy 
(404)  752-3812 

An  Equal  Opportunity  Employer 
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continued  from  page  6 FAMILY  PRACTICE  TEACHING 


Would  a Gastroenterologist  accept  a General 
Internist  into  a post-graduate  course,  or  would  he 
refer  him  to  a more  learned  General  Internist, 
pleading  inability  to  cross  a professional  picket 
line?  Can  a General  Surgeon  gain  additional  know- 
ledge from  a Thoracic  Surgeon,  or  is  he  doomed 
forever  to  stay  in  the  belly  regardless  of  the  needs 
of  his  community  in  which  he  lives  and  practices? 

I refuse  to  accept  an  “all  or  none"  theory  of 
medical  education  based  on  the  teaching  of  techni- 
cal procedures  and  indicating  that  a physician  not 
desiring  to  know  everything  is  a discipline  should 
know  nothing  of  it  at  all.  Other  discipliines  are 
already  somewhat  defined,  and  the  patients  seen  in 
these  disciplines  screened,  by  the  age  of  the 
patient,  the  sex,  the  organ  system  involved,  various 
technical  procedures  performed  upon  the  patient, 
or  preliminary  examinations  and  diagnoses  per- 
formed by  another  physician,  frequently  a Family 
Physician. 

This  contrasts  sharply  with  Family  Practice  in 
which  we  deal  with  unselected  patients  with 
undiagnosed  problems.  No  other  discipline  has  ever 
been  asked  to  define  its  boundaries  as  sharply  as 
Family  Medicine  is  being  asked  to  at  this  time. 

10-20-30  IS  INADEQUATE 

My  basic  belief  regarding  Family  Practice  educa- 
tion is  that  the  Family  Practice  resident  should  see 
as  much  and  learn  as  much  from  every  other 
discipline  as  possible.  I do  not  feel  that  a check  list 
of  the  “ten  most  common  diseases,  twenty  most 
common  procedures,  or  thirty  most  common 
diagnoses"  is  of  much  help. 

The  breadth  of  the  scope  of  Family  Practice  is 
such  that  no  one  could  possibly  learn  all  of  it  in 
three  or  five  or  even  seven  or  “X"  years.  We  are 
interested  in  breadth  more  than  depth,  and  I do 
not  feel  that  any  hour  spent  with  any  specialist  in 
any  discipline  can  be  considered  in  any  way  wasted 
for  a Family  Practice  resident's  education.  Edu- 
cation will  be  a lifetime,  ongoing  process,  as  it  is 
for  the  other  disciplines,  and  many  of  the  problems 
which  will  be  seen  in  the  early  years  of  practice 
will  only  be  resolved  after  going  to  the  text  books 
for  reference.  This  is  surely  true  in  all  the  other 
disciplines  as  well. 

I feel  that  the  personnel  of  a Family  Practice 
department  should  be  composed  mainly  of  Board 
Certified  physicians  with  extensive  previous  clinical 
practice.  This  is  essential  to  create  a desirable  role 
for  students  and  residents,  as  well  as  to  provide  the 
needed  breadth  of  clinical  judgement  to  handle 
problems  arising  in  the  Family  Practice  Center 
patients  being  seen  by  the  residents. 

But,  specialists  in  all  of  the  clinical  disciplines 
are  needed  to  help  teach  coordinated  patient  care. 


Experts  in  Nutrition,  Developmental  Learning, 
Social  Work,  Community  Medicine,  and  Public 
Health  are  needed  as  well.  Our  basic  policy  is  to 
borrow  heavily  from  various  other  disciplines.  We 
know  that  we  cannot  compete  with  the  other 
specialist  in  the  depth  of  his  knowledge  of  his 
particular  field,  or  do  we  in  any  way  try  to,  and  we 
are  not  uncomfortable  with  this  concept.  Instead, 
we  feel  that  our  Family  Practice  students  and 
residents  should  concentrate  on  doing  what  the 
other  physicians  are  not  always  doing,  that  is, 
looking  at  the  total  person  and  family  unit  or 
substitute  family  as  the  case  may  be. 

We  lean  heavily  upon  Behavioral  Science  as  we 
know  that  many  of  the  symptoms  confronting  the 
general  family  physician  are  in  fact  not  based  on 
organic  problems.  We  want  our  residents  to  know  a 
great  deal  about  the  probabilities  of  occurrence  of 
various  conditions  and  to  recognize  their  limita- 
tions in  handling  unusual  or  complicated  problems. 

I would  like  to  quote  briefly  from  the  “Guide 
for  Residency  Programs  in  Family  Practice",  pre- 
pared by  the  Family  Practice  Review  Committee 
for  Family  Practice  and  approved  by  the  American 
Academy  of  Family  Physicians,  and  the  Council  on 
Medical  Education  of  the  American  Medical  Asso- 
ciation, regarding  the  curriculum  for  teaching 
other  clinical  disciplines; 

"Multiple  methods  exist  for  teaching  other 
clinical  disciplines  and  all  may  be  used  in  residency 
training  for  Family  Practice.  The  most  common 
method  is  through  assignment  to  both  in-patient 
and  out-patient  clinical  services  during  which  time 
the  residents  have  direct  patient  care  respon- 
sibilities under  appropriate  supervision  of  qualified 
teacher  practitioners.  Departmental  conferences, 
grand  rounds,  short  preceptorships  in  private  offi- 
ces, ect.,  may  enhance  experiences  of  residents 
significantly. 

Whatever  method  is  applied,  other  specialty 
faculty  should  participate  fully  in  Family  Practice 
training  and  provide  the  same  enthusiastic  teaching 
for  the  Family  Practice  residents  as  they  do  their 
own  residents." 

A FORM  OF  IMMORTALITY 

I can  certainly  understand  why  a Surgeon  or  an 
Internist  or  a Pediatrician  or  a Dermatologist  or 
any  specialist  would  like  to  have  a resident 
full-time  for  an  extended  period  in  order  to  be  able 
to  impart  to  him  as  much  as  possible  of  the 
knowledge  put  together  by  the  particular  specialist, 
sometimes  painfully  and  tediously,  over  a period  of 
years  of  hard  work. 

In  this  manner  we  can  achieve  a form  of 
immortality  by  reproducing  ourselves  in  images  if 
not  in  actual  flesh  and  blood.  However,  we  do  not 
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attempt  to  make  Obstetricians  out  of  Family 
Practice  residents  on  OB  rotations,  nor  Dermatolo- 
gists out  of  Family  Practice  residents  on  Dermatol- 
ogy rotations,  nor  Cardiologists,  nor  Surgeons,  nor 
Orthopedists,  nor  Psychiatrists. 

Rather,  we  wish  as  broad  an  exposure  to  all  of 
these  disciplines  as  possible  to  further  extend  our 
concept  of  breadth  of  knowledge  of  the  total 
individual  and  his  or  her  problems  versus  the 
concept  of  an  indepth  knowledge  of  a limited 
portion  thereof. 

I sincerely  hope  that  each  specialist  teaching  in  a 
Family  Practice  program  can  feel  that  he  has 
helped  to  produce  a competent  Family  Physician 
well  grounded  in  the  basics  of  the  particular 
specialty  of  the  teacher,  rather  than  be  unhappy 
with  the  idea  that  he  is  not  able  in  a limited  period 
of  time  to  produce  a fellow  physician  as  skilled  in 
his  own  treasured  specialty  as  is  he  himself.  R 


JOIN  US. 


We  can 
do 

much 
more 
together 


Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows; 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  Br 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  {e  g . 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially,  increase  gradually 
as  needed  and  tolerated)  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax,  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances  Also  encountered  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction,  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment,  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation 
has  occurred  most  often  when  Librax  therapy  Is  combined 
with  other  spasmolytics  and/or  low  residue  diets 
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ROCHE 


Roche  Products  Inc, 
Manati,  Puerto  Rico  00701 


In  treating  irritable  bowel  syndrome* 

Enhance  your  therapeutic  expectations 

with 

librax 


Each  capsule  contains 
mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimbtility 

Librax  is  unique  among  G.I.  medications 
in  providing  the  specific  antianxiety  action  of 
LEBRIUMXchlotdiazepoxide  ICl)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 
QUARZAN*(clidiniuif  Br)  fior  adjunctive  tha^py 
of  irritable  bowel 


<^H0cii^ 


*Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

TTie  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin, and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 1978  The  Upiohn  Company 


Motrin  4(X)ira 

ibuprofeiUpphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


.1-6857  4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 

Motrin  4c»'mq 

lUjpofenUpphn 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Flepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution;  Federal  law  prohibits  dispensing  without  prescription. 
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TABLETS:  500  mg,  250  mg,  and  125  mg 


f^sponsibility  Of  The  Physician 

To  Himself,  His  Family  And  His  Patient 


by  Charles  E.  Herlihy,  M.D. 


Presented  as  talk  at  President's  Prayer 
Breakfast,  Annual  Meeting  of  the  Med- 
ical Association  of  The  State  of  Ala- 
bama, April  21,  1978. 

In  the  book  of  Sirach  of  the  Old 
Testament,  we  read  "Hold  the  physi- 
cian in  honor  for  he  is  essential  to  you; 
God  it  was  who  established  his  profes- 
sion. From  God  the  doctor  has  his 
wisdom,  thus  God's  creative  work  con- 
tinues without  cease.  He  who  is  a 
sinner  toward  his  Maker  will  be  defiant 
toward  his  doctor."! 

Physicians  have  been  accused  of 
being  Godlike  and,  little  wonder;  when 
one  reflects  upon  this  reference  point 
with  which  we  began  this  discussion. 
The  topic  today  is  to  consider  the 
responsibility  of  the  physician  to  him- 
self, his  family  and  his  patient.  I will 
try  to  cover  the  points  in  that  order  if 
possible.  I will  try  to  point  out  that 
the  physician  must  get  his  own  house 
in  order  — take  care  of  his  family  and 
devote  what  energies  he  can,  safely,  to 
his  patients. 

It  is  paradoxical  that  the  physician, 
a person,  ordinarily  of  very  high  intel- 
ligence, usually  of  good  social,  eco- 
nomic and  cultural  background, 
should  have  in  recent  years  become 


the  focus  or  much  of  the  iconoclasm 
prevalent  in  society  since  the  60s.  One 
merely  has  to  observe  the  increased 
number  of  malpractice  claims.  People 
are  becoming  more  educated  and  do 
not  see  the  physician  as  God-ap- 
pointed or  as  Godlike  and  so  some 
seem  inclined,  and  it  is  not  new,  to 
knock  the  doctor  from  his  pedestal  to 
see  if  he  really  does  hurt  and  cry.  Is  he 
human? 

As  one  reads  in  the  literature  of  the 
problems  with  which  physicians  con- 
sult psychiatrists  or  enter  psychiatric 
hospitals,  one  is  forced  to  admit  that 
the  physician  has  not  been  able  to 
observe  the  maxim  "Physician,  heal 
thyself,"2  There  are  some  studies  done 
which  concern  the  incidence  of  suicide 
in  physicians;  for  example,  in  a paper 
by  Drs.  Rose  and  Rosaw  of  San 
Francisco  called  "Physicians  Who  Kill 
Themselves"^,  it  is  observed  that  a 
physician  suicide  is  a tragic  waste  of 
human  resource;  and  this  paper  says 
that  physicians,  as  well  as  two  other 
members  of  the  health  specialties, 
pharmacists  and  dentists,  have  a high 
rate  of  suicide  compared  to  the  general 
population.  One  can  find  various  arti- 
cles which  refute  this,  but,  from  what 
I can  determine,  it  does  seem  that 


physicians  commit  suicide  at  one  and  a 
half  to  two  times  the  rate  of  the 
general  public. 

It  is  interesting  that  physicians  use 
"pills"  ordinarily  rather  than  fire  arms 
while  the  other  two  health  groups, 
pharmacists  and  dentists,  prefer  the 
use  of  fire  arms,  even  though  they 
have  as  much  knowledge  of  the  use  of 
medicines  as  physicians.  It  is  not  clear, 
from  the  literature,  why  physicians  are 
more  suicide  prone  than  other  profes- 
sionals but  two  factors  seem  to  stand 
out:  One  is  age  and  the  other  is  marital 
status.  Also,  it  is  frequently  said  that 
the  physician's  problem  is  that  he 
works  so  hard  out  of  dedication  to  his 
profession  that  he  wears  himself  out 
and  turns  to  alcohol  and  drugs,  etc. 

Individual  History 

Studies  do  not  support  this  as  a 
valid  observation.  It  seems,  rather  that 
the  history  of  the  individual,  prior  to 
college  or  medical  school,  is  much 
more  important.  Factors  such  as  posi- 
tion in  the  family,  presence  or  absence 
of  family  stability,  divorce  between 
parents,  the  presence  or  absence  in  the 
physician  of  emotional  problems  such 
as  difficulty  in  his  interpersonal  rela- 
tionships all  seem  very  important.  One 
might  say  then,  that,  if  one  had  good 
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screening  techniques,  one  could  simply 
screen  out  all  of  those  individuals  who 
seem  to  show  some  of  these  un- 
favorable points.  That  is  not  reason- 
able and  not  fair  to  individuals  who 
come  from  backgrounds  of  that  kind 
and  who  do  not  have  trouble. 

This  latter  is  an  interesting  research 
area.  It  is  suggested  that  there  could  be 
more  attention  paid,  in  medical 
schools,  to  counseling  so  young  medi- 
cal students  would  learn  that  they  are 
vulnerable,  just  because  they  are  in  the 
medical  profession,  to  problems  asso- 
ciated with  overwork,  little  time  with 
family  and  sometimes  with  the  in- 
ability to  express  feelings  associated 
with  constantly  giving  and  not  re- 
ceiving much  love,  affection  and  un- 
derstanding. Other  evidences,  beside 
those  concerning  suicide,  are  abuse  of 
drugs  and  alcohol  too  in  the  medical 
profession.  I realize  the  reasons  are 
complex;  I know  it  is  too  simplistic  to 
say  that  Dr.  X just  works  too  hard, 
because  there  are  many  other  physi- 
cians, Dr.  Y and  Dr.  Z,  who  work  long 
hours  but  who  do  not  have  the  prob- 
lem with  thoughts  of  self-destruction, 
development  of  depressive  illnesses  or 
high  use  of  alcohol  and  drugs. 

With  reference  to  the  latter,  the 
1977-78  President  of  MASA,  Dr.  Rice, 
has  had  a great  interest  in  assisting 
colleagues  who  may  have  had  diffi- 
culty with  chemical  dependence.  He 
organized  a committee  to  establish  a 
program  to  assist  these  physicians  after 
a visit  from  a group  of  Georgia  physi- 
cians who  had  set  up  a successful 
program. 

We  hope  that  this  program  will 
develop  and  that  the  approach  will  be 
one  of  kindness,  understanding  and 
non-coercian  rather  than  to  continue 
the  "conspiracy  of  silence"  which 
exists  in  medical  societies  and  in  hos- 
pital settings,  and  which  allows  a 
colleague  to  go  on  hurting  himself  and, 
perhaps,  his  patient  because  of  his 
alcoholism  or  his  drug  problem  only  to 
come  to  the  end  of  a long,  tortuous 
road  in  the  office  of  the  Board  of 
Medical  Examiners  where  he  is  to  be 
punished  perhaps  by  temporary  or 
permanent  suspension  of  his  license  — 
a sad  end  for  a man  of  intelligence, 
conscience  and  empathy  after  20  or  25 
years  of  work. 

We  hope  we  can  interrupt  that  sad 
odyssey.  In  the  coming  months,  we 
will  hear  more  about  the  development 


of  this  program  and  of  the  ways  we 
can  help  some  of  our  trouble  col- 
leagues. 

Obvious  Responsibility 

The  responsibility  of  the  physician 
to  himself  seems  obvious.  He  must, 
with  our  help  or  without  it,  become 
aware,  early  in  his  medical  school 
career,  that  he  may  need  some  kind  of 
counseling  to  enlighten  him  concern- 
ing his  own  internal  conflicts  and  he 
needs  to  have  some  understanding  of 
the  possibilities  of  this  interfering  ul- 
timately in  his  practice. 

Let  me  now  discuss  the  physician's 
responsibility  to  his  family.  Another 
area  of  physicians'  difficulty  is  pointed 
out  in  studies  of  the  wives  and  chil- 
dren of  physicians  who  need  out- 
patient or  inpatient  evaluation  and 
treatment  of  emotional  disorders. 
"The  clinical  impression  of  troubled 
physician  marriages  is  supported  by  a 
review  of  hospitalized  physicians' 
wives,"  according  to  a discussion  in  a 
paper  of  Miles,  Krell  and  Lin^.  "it  is 
apparent  that  these  women  experience 
great  distress  and  their  marriages  are 
quite  troubled.  The  basic  marital  pat- 
tern seems  to  be  that  of  a dependent, 
somewhat  histrionic  woman  with  an 
inordinate  need  for  affection  and  nur- 
turing marrying  an  emotionally  de- 
tached man.  The  fact  that  he  is  a 
physician,  seen  by  society  as  the  ulti- 
mate in  caring,  may  have  much  to  do 
with  the  wife's  choice  of  husband.  The 
dramatic  flair,  which  many  of  these 
women  have,  may  be  appealing  to  the 
rather  inhibited,  detached  type  of  men 
the  husbands  in  this  group  tended  to 
be.  The  women  also  have  a need  to  be 
looked  after  and  this  is  comple- 
mentary to  some  physicians'  only  way 
relating  to  others,  namely  to  look  after 
them." 

Marrying  Patients 

Dr.  George  Vaillant  stated  that 
some  physicians  "have  painful  and 
unstable  marriages  because  they  had 
married  not  partners  but  patients."^ 
As  the  marriage  progresses  and  the 
wife's  needs  are  not  met,  she  becomes 
more  resentful.  "Irritability  and  de- 
pression cause  further  withdrawal  in 
her  mate  and  his  detachment  results  in 
an  increase  of  her  feelings  of  depriva- 
tion and  resulting  rage  which  causes 
frequent  recourse  to  alcohol,  drugs, 
suicidal  gestures  or  attempts.  The  hus- 
band's reaction  often  is  to  immerse 
himself  deeper  in  his  work,  often  cited 


as  etiological  but  in  the  opinion  of  the 
authors,  symptomatic.  It  is  his  way  of 
remaining  detached  and  also  obtaining 
some  positive  reinforcement  from 
others''^  such  as,  "look  at  that  poor 
fellow,  he  works  so  hard  and  his  wife 
is  such  a problem." 

These  unhappy  marital  situations 
are  very  complex  and  because  of  their 
obviously  serious  nature,  satisfactory 
treatment  approaches  are  often 
avoided.  The  reason  is  not  clear  but  it 
is  striking  how  often  a physician  will 
see  the  wife  of  a physician  recognize 
her  as  deeply  disturbed,  with  depres- 
sion, excess  drug  or  alcohol  use  and 
even  reflect  with  her  in  an  hour  or  two 
session  upon  what  seems  to  be  a very 
unhappy  marriage. 

Rarely  does  the  physician  (this  in- 
cludes psychiatrists),  call  in  the  physi- 
cian husband  and  begin  as  soon  as 
possible,  conjoint  marital  work.  More 
often,  the  wife  is  treated  as  an  out- 
patient or  admitted  to  the  hospital  and 
the  physician  husband  is  rarely,  rarely 
interviewed.  This  is  a conspiracy  of 
silence  of  another  kind  apparently. 
Vaillant  says  that  physicians  involved 
in  direct  patient  care  were  more  likely 
than  controls  to  have  relatively  poor 
marriages,  to  use  drugs  and  alcohol 
heavily  and  to  obtain  psychotherapy. 

He  points  out  that,  "although  these 
difficulties  are  assumed  to  be  occupa- 
tional hazards  of  medicine,  their  pres- 
ence or  absence  appear  to  be  strongly 
associated  with  life  adjustment  before 
medical  school;  only  the  physicians 
with  the  least  stable  childhood  and 
adolescent  adjustments  appeared  vul- 
nerable to  these  occupational  haz- 
ards."5 

Miles  et  al  say  "Medical  practice 
itself  is  not  the  villain.  Rather  it  may 
be  that  some  physicians  show  an  aspi- 
ration to  be  a doctor  and  this  is  part 
and  parcel  of  the  same  personality 
traits  which  lead  him  to  make  an 
unsatisfactory  marriage.  Faculty  mem- 
bers in  medical  school  fail  badly  by 
not  capitalizing  on  a potential  personal 
growth  experience  inherent  in  medical 
training.  This  results  in  lack  of  enrich- 
ment for  the  psychologically  healthy 
student  and  helps  to  insure  that  the 
vulnerable  student  is  not  getting  the 
attention  he  requires.  The  husband's 
reluctance  to  be  involved  is  sympto- 
matic of  the  pathological  marriage  and 
should  be  dealt  with  directly  and 
firmly.'"^ 
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Once  this  is  done  forcefully  and  as 
if  the  psychiatrist  knows  what  he  is 
doing,  the  results  are  tremendously 
satisfying.  Again,  it  seems  simplistic  to 
say  that  a physician  should  be  home, 
should  spend  more  time  with  his  fami- 
ly and  so  on,  but  again  in  healthy, 
well-adjusted  people,  as  we  all  know,  it 
is  not  the  quantity  but  the  quality  of 
the  relating  experience  which  is  im- 
portant. Again,  it  is  obvious  to  say 
that  there  are  many  busy  physicians 
such  as  there  are  many  military  people 
who  are  absent  from  their  families  a 
great  deal  and  who  are  able,  because  of 
their  excellent  good  health,  emotional- 
ly speaking,  to  raise  good  families  and 
to  do  that  in  spite  of  very  little  time 
spent  with  the  family. 

To  refer  again  to  the  organization  of 
a program  to  help  the  impaired  physi- 
cian; in  a situation  where  the  wife  is 
very  unhappy  and  the  children  appear 
to  be  suffering  because  of  the  presence 
of  severe  marital  problems,  such  a wife 
could  contact  a hot  line  number  indi- 
cating that  there  is  a serious  problem 
in  the  family  and,  that  not  only  does  a 
marital  problem  exist,  but  the  wife  has 
evidence  that  the  physician  is  becom- 
ing severely  drug  or  alcohol  de- 
pendent. She  can  report  this,  in  order 
to  get  help  for  her  husband,  and 
colleagues,  who  are  called  "advocates" 
or  "conf ronters"  would  approach  a 
physician,  work  with  him  for  several 
hours  if  he  will  permit  it  and  get  him 
help. 

Hectic,  Chaotic 

Krell  and  Miles  from  Voncouver, 
British  Columbia,  in  a paper  concern- 
ing marital  therapy  of  couples  in 
which  the  husband  is  a physician, 
point  out  that  in  all  physicians  of  their 
sample,  the  pace  of  life  was  hectic,  the 
manner  of  living  chaotic,  with  office 
hours,  appointment  schedules,  eating 
and  sleeping  patterns  poorly  es- 
tablished or  absent;  the  commitment 
to  work  and  its  attendant  responsibili- 
ty frequently  outweighed  the  com- 
mitment to  family  and  personal 
growth. 

Many  of  us  agree  with  the  sugges- 
tions to  reintroduce  quality  into  the 
life  of  physicians.  All  recommend 
keeping  up  with  and  contributing  to 
medicine,  enriching  the  life  and  mind 
through  art,  music  and  thoughts  of  life 
in  terms  of  first  principles,  that  is: 
what  is  true?  What  is  good?  What  is 
valuable?  No  doubt  what  is  true,  good 


and  valuable  include  the  physician's 
family.  However,  we  take  to  heart 
Whittaker's  and  Miller's  warning  to 
therapists: 

"Where  the  marital  tie  is  weak  and 
divorce  threatens,  intervention  with 
one  of  the  pair  seems  routinely  to  be 
disruptive.  We  are  impressed  that  mov- 
ing unilaterally  in  a marriage  relation- 
ship taking  one  of  the  two  as  a patient 
and  referring  or  ignoring  the  mate  is 
often  a tactical  blunder."^ 

It  is  necessary  to  caution  therapists 
not  to  despair  because  the  physician  is 
rigid,  obsessive,  and  may  seem,  at  first, 
to  respond  poorly  to  individual 
psychotherapy.  We  must  remember 
the  individual  has  managed  to  main- 
tain a marriage  relationship  for  a num- 
ber of  years  and  that,  within  this 
relationship,  there  is  often  love  and 
there  are  hopes  which  far  exceed  the 
individual  capacities  of  a marital  part- 
ners. 

With  regard  to  the  patient's  respon- 
sibility to  his  patients,  very  little  can 
be  said  that  has  not  been  said  before, 
and  this  has  been  one  of  the  problems. 
For  example.  Dr.  William  Haggard  in 
the  Journal  of  the  American  Medical 
Association,  1913,  said,  "The  obliga- 
tion of  the  profession  in  medicine  as 
well  as  in  surgery  is  a very  sacred  one. 
It  must  be  our  constant  endeavor  by 
the  unwritten  laws  of  custom,  by  the 
force  of  speech,  by  ethical  regulation 
in  the  profession,  by  educational  bet- 
terment, by  statutory  inactment  of 
safeguards  the  traditions  and  ideals  of 
the  profession  and  fulfill  our  highest 
obligation  in  caring  for  the  lives,  the 
health  and  the  happiness  of  the  people 
of  this  country." 

Coordinated  Responsibility 

There  is  no  question  in  our  minds 
that  we  must  take  care  of  our  patients, 
but  considering  the  areas  that  we  have 
just  discussed,  the  responsibilities  of 
the  physician  to  himself  and  to  his 
family  must  be  coordinated  in  a very 
healthy  way.  He  has  a responsibility  to 
his  patient.  The  personality  of  the 
physician,  of  course,  again,  has  much 
to  do  with  whether  or  not  he  devotes 
himself  completely  and  totally  to  his 
patient  to  the  exclusion  of  himself  and 
his  family.  The  physician  who  thinks 
that  he  has  been  appointed  by  God  to 
cure  all  ills  will  be  unable  to  say  "no" 
for  fear  that  he  will  be  less  than  God; 
he  will  not  be  loved  by  his  patient. 
The  obessive-compulsive  pattern  of 


many  physicians  of  course  works  hand 
in  glove  with  this  misconcept  of  self 
and  allows  the  physician  to  be  taken 
over,  consumed  and  destroyed  by  pa- 
tients who  are  emitting  cries  for  help. 

The  physician,  further,  has  a duty 
to  demanding  patients  to  let  them 
know  that  he  is  like  them,  that  he 
needs  time  for  himself  and  time  for  his 
family  and  that  he  should  refuse  to 
take  on  new  patients  if  it  really  ap- 
pears that  he  cannot  take  care  of 
them.  Psychiatrists  have  argued  for  a 
long  time  that  office  hours  could  be 
much  better  structured. 

As  said  above,  it  is  quite  evident 
that  the  physician,  in  spite  of  his 
intelligence  and  his  tendency  to  be 
obsessive-compulsive,  lacks  a certain 
amount  of  order  to  his  life.  This  is 
reflected  in  packed  offices,  people 
coming  without  appointments,  people 
calling  at  all  hours  of  the  day  and 
night  and  the  like.  There  is  no  ques- 
tion that  many  of  the  younger  physi- 
cians have  learned  more  about  this 
than  the  older  ones  and  they  are 
beginning  to  take  a stand.  This  has 
caused  division  between  the  conserva- 
tives, the  traditionalists  and  the  con- 
temporary physicians  who  feel  that 
they  have  a right  to  their  lives,  that  it 
is  important  for  them  to  function  as 
human  beings  as  fathers  and  husbands. 
This  has  made  them  appear  to  be 
self-serving  and  interested  in  the  more 
mundane  things  of  life  rather  than  to 
be  inspired  by  the  lofty  biblical  direc- 
tion quoted  at  the  beginning  of  this 
paper. 

It  has  always  been  true  from  one 
generation  to  the  other  that  they,  the 
newer  generation,  are  not  as  devoted 
and  caring  as  we,  the  older  generation, 
but  they  really  are;  they  have  the  same 
amount  of  compassion,  of  empathy 
and  the  need  to  take  care  of  people; 
they  just  present  it  in  a different  way. 
The  duty  to  his  patient  demands  that 
the  physician  re-evaluate  himself  fre- 
quently and  his  practice  and  decide 
exactly  how  much  he  can  do.  It  may 
mean  that  physicians  will  have  to  be 
satisfied  with  much  less  in  the  way  of 
financial  earning  but,  content  to  know 
that  it  is  well  made  up  in  terms  of 
better  living,  better  caring  and  better 
growth  and  development  for  all  con- 
cerned. 

Toward  A Blend 

In  summary,  let  me  say  that  I have 
tried  to  say  a word  or  two  about  the 
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responsibility  of  the  physician  to  him- 
self, his  family  and  his  patient.  There 
is  no  question  that  there  must  be  a 
wonderful  blend  and  coordination  of 
all  of  these  areas,  that  the  physician,  a 
dedicated  person  usually,  can  be  help- 
ed, in  medical  school,  in  terms  of  his 
own  emotional  problems  which  may 
stem  from  unhappy  child  relation- 
ships, or  a tendency  to  be  depressed. 

If  this  can  be  done,  the  physician,  at 
graduation,  will  be  a much  more  intact 
person  psychologically,  able  to  make  a 
very  healthy  decision  about  the  kind 
of  medicine  he  wishes  to  practice, 
about  how  many  patients  he  may  be 
able  to  serve  comfortably,  and  about 
how  much  time  he  can  give  to  helping 
his  wife  to  develop  and  grow  in  her 
own  way  so  that  she  will  become  a 
much  happier  wife  and  mother  and 
raise  children  who  will  not  be  turned 
off  by  the  thought  of  entering  the 


practice  of  medicine  or  on  the  other 
hand,  turned  on  too  much  and  pursue, 
almost  blindly,  a field  because  they 
have  been  pushed  and  motivated  by 
forces  they  have  not  been  able  to 
control. 

As  far  as  our  patients  are  concerned, 
we  want  to  serve;  we  have  to  ask  for 
guidance.  I will  close  with  a prayer 
which  I know  as  The  Physician's 
Prayer.  This  prayer,  I think,  sums  up 
the  kind  of  attitudes  we  should  have 
to  help  us  to  be  able  to  serve  effective- 
ly, comfortably,  and,  I hope,  with  the 
development  of  some  things  we  have 
thought  about  today: 

"Dear  Lord,  thou  great  Physician,  I 
kneel  before  Thee,  since  every  good 
and  perfect  gift  must  come  from  You, 
I pray:  give  skill  to  my  hand,  clear 
vision  to  my  mind,  kindness  and 
sympathy  to  my  heart.  Give  me  single- 
ness of  purpose,  strength  to  lift  at  least 


a part  of  the  burden  of  my  suffering 
fellow  men,  and  a true  realization  of 
the  privilege  that  is  mine.  Take  from 
my  heart  all  guile  and  worldliness  that, 
with  the  simple  faith  of  a child,  I may 
rely  upon  you.  Amen." 
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Hypergastrinemia  has  been  well  described  and 
reported.  Recently,  in  a review^  , Zollinger  gave 
credit  to  the  development  of  the  radioimmuniassay 
in  amaking  the  current  diagnosis  of  the  ulcerogenic 
tumor  syndrome  relatively  commonplace.  Our  ex- 
perience seems  to  be  more  in  keeping  with  the 
dramatic  and  severe  forms  of  the  disease  as  noted 
by  Hallenbeck^  and  reported  by  McCormick  and 
associates.  2 

Case  Report  Number  One.  This  54  year  old 
Negro  female  was  admitted  with  abdominal  pain, 
diarrhea  and  a recent  weight  loss.  The  discomfort 
was  located  in  the  epigastrium  and  the  right  upper 
quadrant  and  had  been  intermittently  present  for 
several  months,  becoming  increasingly  severe  and 
frequent  just  prior  to  admission.  Similarily,  diar- 
rhea (six  to  ten  watery  stools  per  day)  had  been 
present  for  several  months  and  recently  increasing 
in  frequency.  No  history  of  peptic  ulcer  disease, 
any  food  intolerance  nor  jaundice  was  obtained. 
Significant  finds  were  a diffuse  epigastric  mass  and 
laboratory  data  reflecting  moderate  dehydration, 
hypermylasemia,  and  hypokalemic  (K-2.9mEq/1) 
alkalosis.  Intravenous  fluid  therapy  and  nasogastric 
suction  were  instituted.  Over  night  the  abdominal 
pain  and  diarrhea  subsided  but  she  had  produced  5 
liters  of  nasogastric  suction.  Additionally  her  ab- 
dominal mass  was  less  tender  and  her  serum 
amylase  was  normal.  Continued  large  volumes  of 
nasogastric  suction  required  large  volumes  of  intra- 
venous crystalloid  with  appropriate  electrolyte 
adjustment  and  use  of  central  venous  pressure 
monitoring.  As  these  problems  corrected,  the 
evaluation  continued.  An  upper  gastrointestinal 


contrast  study  showed  large  mucosal  folds  (See 
Figure  1).  The  serum  protein  values  and  albumin 
levels  were  only  minimally  decreased.  Endoscopy 
showed  diffusely  enlarged  mucosal  folds.  Serum 
was  submitted  for  a gastrin  level.  Meanwhile  the 
metabolic  data  reflected  correction  of  the  meta- 
bolic alkalosis  and  after  several  days  of  nasogastric 
suction  the  tube  was  intermittently  clamped;  this 
was  tolerated  without  vomiting,  diarrhea  subsided 


FIGURE  1— This  view  of  the  contrast  study  demonstrates 
large  edematous  mucosal  folds  and  an  apparent  extrinsic 
defect  over  the  superior  aspect  of  the  antrum. 
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FIGURE  2— The  glistening  surface  over  the  large  pancreatic 
tumor  at  the  base  of  the  transverse  colon  mesentery  is 
demonstrated  on  this  photo. 


and  the  tube  was  removed.  Additional  data  were  a 
persistently  elevated  serum  calcium  and  phos- 
phorous and  elevated  basal  and  stimulated  gastric 
acid  determinations  (BAO-MAO=0.71 ).  Serum  was 
submitted  for  a parathormone  level.  The  patient 
was  discharged  from  the  hospital  as  she  had 
resumed  effective  peristalsis  and  was  asymptomatic 
for  abdominal  paid. 

The  serum  gastrin  was  reported  as  greater  than 
500,000  pg/ml  (N.P.  -up  to  300)  and  the  para- 
thormone levels  were  904  pg/ml  and  greater  than 
950  pg/ml  (normal  50-350).  Calcium  determina- 
tions were  13  and  14.2  ml.  per  dl.  The  patient  was 
readmitted  to  the  hospital.  A preoperative  liver 
scan  showed  marked  hepatomegaly  with  defects 
consistent  with  metastatic  disease.  At  celiotomy, 
the  patient  had  a large  mass  (Figure  2)  encompass- 
ing the  entire  pancreas  with  multiple  diffussively 
located  tumor  nodules  in  the  liver.  A total  gastrec- 
tomy was  performed  with  gastrointestinal  continu- 
ity re-established  with  esophagojejunostomy  and 
jejunojejunostomy.  A liver  biopsy  and  a feeding 
jejunostomy  were  also  done. 

The  pathology  report  on  the  operative  speci- 
mens showed  islet  cell  carcinoma  of  the  liver  and 
intramural  desposits  in  the  duodenal  cuff.  Her 
post-operative  course  was  satisfactory. 

Since  she  had  repeatedly  refused  readmission  for 
neck  exploration  and  her  recent  metabolic  data 
showed  a calcium  of  9.7  mg.  per  100  ml.  and  a 
phosphorus  2.2  mg.  equivalents/milliliter  (normal 
0-40);  weight  is  109  lbs.  A recent  sonogram  of  the 
pancreas  showed  a 5.5  x 4.5  cm  mass  (Figure  3). 

Case  Number  Two.  This  58  year  old  Caucasian 
female  was  admitted  for  evuluation  and  manage- 
ment of  upper  gastrointestinal  bleeding.  She  had 
had  severe  diarrhea  daily  for  about  two  to  three 


FIGURE  3— The  large  pancreatic  mass  is  demonstrated  on 
this  sagittal  view  of  the  sonography  study. 


year  with  a twenty  pound  weight  loss  and  had  been 
hospitalized  recently  for  evaluation.  During  that 
admission  (some  three  weeks  prior  to  the  current 
hospitalization),  she  was  noted  to  have  six  to  eight 
bowel  movements  per  24  hours  but  no  abdominal 
cramping  pain  nor  vomiting  and  on  evaluation  no 
abdominal  tenderness  nor  masses  were  noted. 
Endoscopy  showed  mild  duodenitis  with  no  ulcera- 
tion. An  upper  gastrointestinal  contrast  study 
report,  however,  mentioned  "possibility  of  hyper- 
secretion" (Figure  4).  The  Schilling  test  was 
normal  and  she  was  discharged  with  some  resolu- 
tion of  her  diarrhea.  The  present  admission  was 
prompted  by  Hematemesis,  melena  and  syncope. 
On  examination,  blood  pressure  was  120/70;  pulse 
100.  The  abdomen  had  minimal  distention  and  an 
epigastric  fullness  or  mass  with  minimal  tenderness 
was  detected.  Laboratory  data  showed  a hemato- 
crit of  25.5%  (35%  on  the  previous  admission). 
Resuscitation  with  crystalloid  and  blood  was  insti- 
tuted. Endoscopy  (now  some  three  weeks  after  the 
initial  endoscopic  evaluation)  revealed  a large 
necrotic  duodenal  ulcer.  Additionally,  overnight 
gastric  secretions  per  nasogastric  tube  measured 
about  3 liters.  Serum  was  submitted  for  gastrin 
determinations.  Crystalloid  infusions  with  appro- 
priate electrolytes  were  used  to  correct  hypokale- 
mia (K-2.8  mEg/L).  That  same  day  two  further 
episodes  of  massive  bleeding  prompted  emergency 
celiotomy. 

At  operation,  massive  tumor  was  found  which 
encompassed  the  entire  pancreas  and  measured 
about  8 cm.  across,  4 to  5 cm.  deep,  and  extended 
for  about  12  cm.  along  the  course  of  the  pancreas. 
No  regional  nodal  nor  hepatic  involvement  was 
detectable.  The  bleeding  was  controlled  through  a 
gastro  duodenostomy  by  oversewing  a large  arterial 
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FIGURE  4— This  view  taken  from  the  contrast  study  shows 
enlarged  duodenal  folds  and  ulcerations  in  the  first  and 
second  portions  of  the  duodenum. 


bleeder  in  the  bed  of  the  deep  necrotic  posterior 
wall  duodenal  ulcer.  With  the  bleeding  controlled, 
a biopsy  was  made  of  the  pancreatic  tumor,  this 
was  markedly  vasular  but  the  bleeding  was  con- 
trolled with  multiple  stitches.  The  frozen  section 
pathology  report  was  "islet  cell  carcinoma".  A 
total  gastrectomy  was  performed  and  gastrointesti- 
nal continuity  was  reestablished  with  a esophagoje- 
junostomy  and  a jejuno-jejunostomy.  The  final 
pathology  report  showed  an  islet  cell  tumor  with 
no  identifiable  tumor  cells  in  the  gastrectomy 
specimen. 

Her  post-operative  course  was  prolonged  because 
of  difficulties  establishing  effective  peristalsis  ini- 
tially and  then  later  by  diarrhea  as  her  dietary 
intake  increased.  At  discharge  she  weighed  104  lbs. 
Persistent  diarrhea  has  been  a problem  though 
currently  it  is  under  better  control  (three  to  four 
stools  per  day)  using  Imodium  and  Viokase.  The 
most  recent  serum  gastrin  is  849  pg/ml.  An 
echogram  (Figure  5)  of  the  palpable  abdominal 
mass  delineated  the  lesion  as  4 x 8 cm.  in  size.  She 
had  been  referred  for  consideration  for  sche- 
motherapy  with  Streptozotocin  to  the  Lurleen 
Wallace  Tumor  Institute. 

Discussion.  Many  reports  have  described  the 
variable  symptoms  of  the  Zollinger-Ellison  Syn- 
drome. The  frequent  malignancy  rate  of  approxi- 
mately 65%,  the  associated  complication  of  melena 
and  hematemesis,  and  the  40-50%  frequency  of 
diarrhea  have  been  mentioned  in  several 
reviews. tn  the  extensive  reviews  from  the 


c . e 

FIGURE  5— This  sagittal  view  taken  from  sonography  of 
the  abdomen  outlines  the  large  pancreatic  mass. 

Zollinger-Ellison  registry^’^,  presentation  with 
blood  loss  from  melena  or  hematemesis  occured  in 
21  and  24%  respectively  and  was  said  to  be  the 
third  most  common  complaint  while  diarrhea 
occured  in  about  36%  of  those  presenting  with 
fluid  loss.  The  same  reviews  unanimously  recom- 
mended total  gastrectomy  as  the  operation  of 
choice. 

Our  experience  is  with  the  fulminate  expression 
of  the  Zollinger-Ellison  Syndrome.  McCormick  and 
associates  and  others,  have  clearly  reported  the 
problems  with  massively  bleeding  patient  and 
resultant  difficulty  if  less  than  total  gastrectomy  is 
done.  Likewise,  Fox  and  associates,  specifically 
addressed  the  problems  encountered  in  patients 
with  complications  requiring  emergency  operation 
without  time  for  an  adequate  pre-operative  diagno- 
sis.^ 

They  showed  that  of  the  emergent  operations, 
17%  were  for  hemorrhage,  thus  making  it  a not 
uncommon  clinical  problem;  case  number  2 was 
resuscitated  as  usual  for  any  Gl  bleeding  problem 
and  at  operation  a frozen  section  study  allowed 
accurate  diagnosis  and  we  proceeded  with  a total 
gastrectomy.  Interestingly  the  patient  initially  pre- 
sented with  diarrhea  which  occurs  in  approxi- 
mately 1/3  of  the  reported  cases.'^’®'®  And  as 
previously  reported^,  nasogastric  suction  caused  a 
temporary  cessation  of  the  diarrhea  in  both  cases  1 
and  2. 

An  additional  consideration  is  the  associated 
endocrinopathy  of  the  gastrinoma,  which  is  present 
in  about  30%  of  the  patients  with  Zollinger-Ellison 
Syndrome;  the  most  frequent  is  hyperparathy- 
roidism occurring  at  a rate  of  about  18%'^’®’®.  The 
metabolic  studies  in  case  number  1 reflect  hyper- 
parathyroidism but  the  patient  has  refused  futher 

continued  on  page  28 
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7%  Of  the  population 
may  be  harboring  latent 
or  dormant  tuberculosis’ 

Are  you  testing  for  it  during 
routine  office  physicais? 

Based  on  a national  estimate  of  15  million  tuberculin  reactors 
Stead,  W.W.  and  Bates,  J.,  in  Harrison's  Principles  of  Medicine. 

8th  Edition.  1977,  McGraw-Hill,  p.  900. 


An  important  check 
in  every  checkup. 

A system,  not  just  a test— supplied  with  patented  induration 
indicator  cards  in  English  or  Spanish  — simplifies  recording 
and  record  keeping. 

• Over  15  years  of  use -millions  of  tests  performed  each  year. 

• Practical  and  easy  to  perform  — presterilized:  disposable; 
no  refrigeration  needed;  no  needles  or  syringes. 

• Fast  — only  seconds  to  perform  — can  be  read  in  48-72  hours. 


Precautions:  Tuberculin  testing  should  be  done  with 
caution  in  persons  with  active  tuberculosis  However, 
activation  of  quiescent  lesions  is  rare 
Although  clinical  allergy  to  acacia  is  very  rare,  this  prod- 
uct contains  some  acacia  as  a stabilizer  and  should  be 
used  with  caution  in  patients  with  known  allergy  to  this 
component  Reactivity  to  the  test  may  be  suppressed  in 
patients  who  are  receiving  corticosteroids  or  im- 
munosuppressive agents,  or  those  who  have  recently 
been  vaccinated  with  live  virus  vaccine  such  as 
measles 

With  a positive  reaction,  further  diagnostic  procedures 
must  be  considered  These  may  include  x-ray  of  the 
chest,  microbiologic  examinations  of  sputa  and  other 


specimens,  and  confirmation  of  the  positive  TINE  TEST 
using  the  fvlantoux  method  In  general,  the  TINE  TEST 
does  not  need  to  be  repeated  Antituberculous 
chemotherapy  should  not  be  instituted  solely  on  the 
basis  of  a single  positive  TINE  TEST 
Adverse  Reactions:  Vesiculation,  ulceration,  or  nec- 
rosis may  occur  at  the  test  site  in  highly  sensitive  per- 
sons Pam,  pruritus  and  discomfort  at  the  test  site  may 
be  relieved  by  cold  packs  or  by  a topical  glucocorticoid 
ointment  or  cream  Transient  bleeding  may  be  observed 
at  a puncture  site  and  is  of  no  significance. 

Reference  Diagnostic  Standards  and  Classification  of 
Tuberculosis  National  Tuberculosis  and  Respiratory 
Disease  Association,  N Y 1969 

Cyanamid  Company,  Pearl  River.  New  York  10965 
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The  Zollinger— 

Ellison  Syndrome 

continued  from  page  25 

operations  at  this  time.  Axelrod  urged  that  an 
operation  be  fperformed  first  on  the  parathyroid 
gland  because  correction  of  the  hypercalcemia  may 
correct  the  clinical  syndrome.^  We  did  not  elect 
that  course  because  of  the  apparent  widespread 
disease  which  we  thought  would  make  response  to 
parathyroidectomy  alone  an  unlikely  event. 

Lastly,  the  second  patient  has  continued  to  have 
diarrhea  and  weight  loss.  Though  her  findings 
indicated  the  ulcerogenic  syndrome  and  assay  is 
currently  underway  for  other  gastrointestinal  hor- 
mones. 

We  wish  to  acknowledge  the  significant  contri- 
butions by  R.  L.  Williams,  M.D.,  in  the  diagnosis 
and  management  of  these  patients.  R 
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Now  there^s  help 
lor  the 

alcoholic  patient. 

More  than  ever  before,  physicians  are  facing  this  problem. 
Now,  there  is  an  answer. 

After  extensive  research,  Brookwood  Health  Services 
has  developed  the  Alcoholism  Recovery  Program  which 
is  offered  by  Brookwood  Lodges  at  Valley  Springs, 
Alabama. 

The  program  includes  four  phases:  Detoxification  and 
medical  treatment  at  Brookwood  Medical  Center,  a 28 
day  treatment  program  at  Brookwood  Lodge,  liaison  with 
appropriate  community  groups  and  an  extensive,  two 
year  "after  care"  program. 

This  program  is  approved  by  Blue  Cross  and  most 
other  major  health  insurers.  It  is  the  only  program  of  its 
kind  in  Alabama. 

When  an  alcoholic  patient  turns  to  you  for  help,  contact 
Dr.  Jack  C.  Whites  at  Brookwood  Lodge/Valley  Springs, 
Warrior,  Alabama.  Phone  647-1945. 


BrookwcHod 
Lodges 


The  Alcoholism  Division  of  BROOKWOOD  HEALTH  SERVICES,  INC. 
2000-D  Brookwood  Medical  Center  Dnve  • Birmingham,  Alabama  35209 
Accredited  by  the  Joint  Oommission  on  Accreditation  of  Hospitals. 
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The  Distribution  Of  Lead 
In  Human  Hair 


by 

E.  Cheraskin,  M.D.,  D.M.D.* 
and 

W.  M.  Ringsdorf,  Jr.,  D.M.D.,  M.S.** 


Department  of  Oral  Medicine 
University  of  Alabama  in  Birmingham 
University  Station,  Birmingham,  Alabama  35294 


"Lead  is  being  extruded  into  the  environment  from 
the  tail  pipes  of  motor  vehicles  at  a yearly  rate  of 
about  two  kilograms  (4.4  lbs)  per  car.  It  lingers 
long.  It  is  breathed  by  drivers,  passengers,  and 
people  living  in  cities  and  near  heavy  traffic,  who 
absorb  it  through  their  lungs.  It  accumulates  in  the 
body  with  age.  It  is  a protoplasmic  poison,  not  a 
very  strong  one  in  small  amounts,  but  there  is  so 
much  around  that  it  has  an  effect  on  everyone 
exposed  to  present  environmental  con- 
centrations—a measurable  effect."^  In  addition, 
there  are  many  industrial  sources  of  lead  pollution. 
Together  with  automotive  emissions,  they  have 
literally  polluted  the  entire  earth. 

A score  of  reports,  ranging  in  sample  size  from 
10  to  2,000  subjects,  has  been  published  which 
describes  the  epidemiology  of  lead  in  hair.  This 
paper  presents  data  on  the  largest  sample  ever 
studied,  derived  from  the  data  bank  of  MineraLab, 
Incorporated  (22455  Maple  Court,  Hayward,  Cali- 
fornia 94540)  which  currently  comprises  34504 
subjects  studied  by  emmission  spectroscopy.^ 

From  the  accompanying  table,  five  points  are 
worthy  of  special  mention.  First,  in  the  male  and 
female  categories  separately  as  well  as  in  the  total 
sample,  the  lead  levels  are  relatively  high  in  the 
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very  youngest  age  group  (0-4  years).  This  observa- 
tion has  been  previously  noted^  and  relates  in  part 
to  the  higher  lead  concentrations  in  the  air  near  the 
ground.  Second,  in  the  succeeding  young  groups, 
the  lead  levels  are  then  lower.  Third,  in  general, 
with  advancing  age,  there  is  an  increase  in  hair  lead 
levels.  Fourth,  the  lead  values  are  higher  in  the 
males  in  every  age  group.  However,  the  male  values 
are  about  threefold  higher  in  the  older  age  groups. 
This  is  in  keeping  with  other  studies. Finally,  if 
one  considers  the  toxic  delineating  point  to  be  2.0 
mgm.%  (20  ppm),  as  has  been  mentioned^,  then  a 
sizeable  segment  of  this  large  sample  might  well  be 
demonstrating  excessively  high  lead  levels.  This  last 
point  will  be  considered  in  more  detail  in  a report 
to  follow.^ 
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This  asthmatic 

Isn’t  worried  about  his  next  breath... 


he's  active 
he’s  effectively 
malnfahied  on 


Eoch  capsule  or  roblespoonful  ( 1 5 ml)  liquid 
contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiacolote  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions:  For  the  symptomotic  relief  of  bronchosposric 
conditions  such  os  bronchial  osthmo,  chronic  bronchitis, 
ond  pulmonary  emphysemo. 

Warnings:  Do  not  odminisrer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  reaol  dose  of  any  prepora- 
tion  conroining  theophylline  or  ominophylline  Do  not 
give  other  compounds  containing  xonthine  derivorives 
concurrently 

Precoutions:  Use  with  courion  in  patients  with  cordioc 
diseose  hepotic  or  renol  impoirmenr  Concurrent  odminis- 
rrorion  with  certoin  ontibiotics,  i,e  clindomycin,  erythro- 
mycin troleondomycin  moy  result  in  higher  serum  levels 
of  theophylline  Plosmo  prothrombin  ond  focror  V may 
increose,  but  ony  clinical  effect  is  lilsely  to  be  smoll.  Metab- 
olites of  guoifenesin  moy  contribute  to  increosed  urinary 
5-hydroxyindoleocetic  acid  reodings,  when  determined 
with  nitrosonophthol  reogent  Sofe  use  in  pregnoncy  hos 
nor  been  estoblished  Use  in  cose  of  pregnancy  only  when 
cleorly  needed 

Adverse  Reoaions:  Theophylline  moy  exert  some  stimu- 
loting  effea  on  the  central  nervous  system  Its  odministro- 
tion  may  cause  locol  irntonon  of  the  gastric  mucoso,  with 
possible  gostric  discomfort,  nouseo,  ond  vomiting  The 
frequency  of  odverse  teocnons  is  reloted  to  the  serum 
theophylline  level  ond  is  not  usuolly  o problem  ot  serum 
theophylline  levels  below  20  mcg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unit-dose  poclss  of  100,  Liquid  in  bottles  of  1 pint  and  1 
gollon. 

See  package  insert  for  complete  prescribing  information. 
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Operation  vs  Obesity: 

Success  or  Sentence 


by 

Henry  L Laws,  M.D" 

Associate  Professor  of  Surgery 
University  of  Alabama  in  Birmingham 
Birmingham,  Alabama 

ABSTRACT 

Persons  with  significant  obesity  (30%  above  ideal 
weight  or  more)  have  a definite  increased  risk  of 
diabetes,  hypertension,  stroke,  and  death.  Extreme 
obesity  uncommonly  responds  permanently  to 
dietary  or  medical  management.  Therefore,  opera- 
tions to  alter  body  physiology  are  being  utilized  to 
effect  weight  loss.  Jejunoileal  bypass  creates  a 
defect  in  absorption  of  ingested  nutrients  resulting 
in  weight  loss,  but  is  complicated  by  a number  of 
unpleasant  or  dangerous  side  effects.  Gastric  by- 
pass limits  intake  by  a reduction  in  stomach 
capacity.  The  chief  side  effect  appears  to  be 
vomiting  with  overeating.  Newer  modifications  of 
the  gastric  reduction  procedure  may  decrease 
operative  mortality  and  morbidity.  For  surgical 
treatment  to  be  widely  applicable,  mortality  will 
have  to  be  nil  and  morbidity  low  so  that  operation 
may  be  offered  to  persons  who  are  only  50%  or 
more  overweight.  At  present,  operation  should 
only  be  considered  for  the  individual  who  is 
massively  overweight. 


'^Send  Correspondence  To:  Henry  L.  Laws,  M.D., 
713  LHR  Building,  Department  of  Surgery,  Univer- 
sity of  Alabama  in  Birmingham,  Birmingham, 
Alabama  35294. 


Obesity  affects  one-fourth  of  American  adults  and 
constitutes  our  number  one  nutritional  disorder. 
The  numerous  methods  for  weight  reduction,  the 
many  books  and  articles  for  lay  consumption,  and 
the  frequency  one  encounters  discussion  of  the 
problem  in  avocational  settings  emphasize  both  the 
magnitude  and  the  futility  of  the  problem.  Proba- 
bly less  than  5%  of  individuals  who  are  judged  to 
be  50%  over  ideal  weight  can  successfully  lose  and 
maintain  weight  loss  by  dietary  means  over  an 
extended  period.  Thus  the  surgeon  has  been  asked 
to  manage  desperate  patients. 

Is  obesity  a truly  morbid  condition?  The  answer 
is  an  emphatic  "yes”!  Persons  who  are  more  than 
30%  over  ideal  weight  have  more  hypertension, 
more  diabetes,  more  strokes,  somewhat  more  heart 
disease  than  their  normal  weight  peers. ^ Deleteri- 
ous effects  on  self  image,  energy  level,  work 
productivity,  career  success,  and  interpersonal  rela- 
tionships are  less  quantifiable  but  almost  certainly 
real.  Whether  the  physical  morbidity  results  from 
the  obesity  itself  or  from  co-existent  hypertension, 
diabetes,  and  increased  serum  lipids  is  less  clear. 
However,  successful  treatment  of  obesity  ameli- 
orates these  problems.  Rimm  and  co-workers 
studied  73,000  women  finding  in  the  25  to  44  age 
group  an  incidence  of  diabetes  in  1%  of  those  of 
normal  weight  and  7%  in  those  100%  overweight.^ 
Normal  weight  adults  manufacture  31  units  of 
insulin  daily,  obese  individuals  109  units,  and  adult 
onset  diabetics  49  units.^  It  is  obvious  that  many 
of  these  obese  diabetics  would  therefore  not 
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require  insulin  supplementation  if  their  weight 
were  returned  to  normal.  Reisin  and  colleagues 
found  weight  reduction  to  dramatically  correct 
hypertension.'^  Sixty  percent  of  their  hypertensive 
patients  achieved  normal  blood  pressures  with 
weight  reduction  averaging  10.5  kg.  All  patients 
losing  weight  were  improved  while  control  patients 
receiving  antihypertensive  drugs  but  no  weight 
reduction  had  little  blood  pressure  reduction. 

Since  dietary  and  other  non-operative  methods 
of  weight  reduction  offer  little  respite  to  most 
patients,  operations  to  alter  body  physiology  have 
been  undertaken.  Intestinal  bypass  operations  have 
been  tried  extensively  and  do  result  in  weight 
reduction  of  about  90%  of  patients  averaging  about 
30%  of  pre-operative  weight.  Weight  reduction  by 
these  operations  results  from  decreased  absorption 
of  ingested  nutrients  with  resultant  diarrhea,  and 
probably,  decreased  intake  because  of  this  latter 
response. 

Profound  alterations  occur  other  than  weight 
loss  and  cloud  the  ultimate  benefit  of  weight 
reduction.  Troublesome  sequelae  include  diarrhea 
interfering  with  normal  activity;  secondary  peri- 
anal pathology;  foul  flatus;  arthritis  in  20%  of 
persons  during  the  phase  of  rapid  weight  loss; 
urinary  tract  stones  in  12-14%;  and  an  increased 


Gastroplasty 


Figure  1 


incidence  of  gallstones. ^ Liver  failure,  a serious 
and  often  fatal  complication,  supervenes  in  a small  j 
percentage  of  patients. ^ It  now  appears  that  , 
as  many  as  30%  of  patients  may  develop  sympto-  j 
matic  osteomalacia.^^  Further  long-term  sequelae  | 
may  well  appear.  Probably  about  10%  of  patients 
who  have  experienced  satisfactory  weight  loss  have 
their  bypass  taken  down  because  of  these  compli- 
cations. This  myriad  of  unpleasant  side  effects 
seriously  blights  the  obvious  success  of  weight 
reduction.  In  my  judgement,  these  operations  will  i 
soon  lose  favor  and  will  cease  to  be  done. 

Mason  and  colleagues  from  the  University  of 
Iowa  have  championed  a gastric  reduction  proce-  i 
dure  as  an  alternative  operation.^  ^ Their  ap-  , 
proach  causes  a decrease  in  food  intake  resulting  in 
weight  loss  comparable  to  the  intestinal  bypass  i 
operation.  The  principal  untoward  effect  appears 
to  be  vomiting  with  excess  food  ingestion.  These 
patients  do  not  have  diarrhea,  peri-anal  disease, 
arthritis,  liver  failure,  or  a great  increase  in  kidney 
stones  or  gallstones. 

We  have  employed  the  gastric  bypass  operation 
at  the  University  of  Alabama  for  the  past  three 
years  on  48  patients.  Weight  loss  has  averaged  33% 
of  the  pre-operative  weight  at  one  year,  and 
two-thirds  of  our  patients  have  acheived  good  to 
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Gastric  Bypass  Roux  Y 


Baffle 


Figure  2 


excellent  weight  loss  by  that  time.  Some  patients 
lose  weight  for  18  to  24  months.  We  have  had  two 
fatalities.  One  occurred  in  a 37  year  old  female 
weighing  467  pounds  who  died  of  a massive 
pulmonary  embolus.  At  autopsy,  both  old  and  new 
pulmonary  emboli  were  found,  some  of  the  emboli 
dating  back  two  or  three  weeks  prior  to  operation. 
The  second  death  occurred  in  a 42  year  old 
diabetic  with  pre-malignant  hypertension  and  heart 
disease  who  failed  to  survive  a complicating  sub- 
phrenic  abscess.  Retrospectively,  this  man  was  not 
an  acceptable  candidate  for  operation.  In  addition, 
we  have  had  significant  complications  in  other 
patients,  most  involving  intraperitoneal  or  wound 
infection. 

Gastric  bypass  procedures  appear  to  be  remarka- 
bly free  of  the  complications  haunting  the  intestin- 
al bypass  patients,  but  long-term  sequelae  have  not 
been  fully  studied.  It  is  significant  that  not  a single 
surgeon  who  has  tried  both  the  intestinal  bypass 
and  the  gastric  bypass  in  a sequential  or  random- 
ized trials  favors  the  former.^ 

Both  the  intestinal  and  the  gastric  operations 
result  in  mortality  (1-4%)  and  encounter  significant 
operative  morbidity  making  these  procedures  an 
unacceptable  option  in  all  but  massively  obese 


individuals.  Consequently,  our  indications  for  sur- 
gery are  listed  in  the  Table.  The  patient  should  be  a 
mature  adult  who  is  at  least  100%  overweight.  If 
the  patient  has  complicating  diabetes,  hyperten- 
sion, chronic  backache,  varicose  veins,  stasis  derma- 
titis and  the  like,  the  surgery  is  likely  to  offer 
greater  benefit.  We  try  to  exclude  patients  with 
symptomatic  aortic  stenosis  or  myocardial  ische- 
mia. 

The  Iowa  group,  early  in  their  experience,  tried 
a gastroplasty  (Fig.  la)  as  a simpler  procedure  than 
gastric  bypass  with  gastrojejunostomy  (Fig.  Ib),^® 
which  is  now  their  standard  procedure.  Unfor- 
tunately, their  patients  receiving  gastroplasty  did 
not  achieve  satisfactory  weight  loss.  Recently, 
others  have  tried  variations  of  the  gastroplasty 
using  the  mechanical  stapling  device.  Drs.  William 
Pace  and  Larry  Carey  of  Columbus,  Ohio  remove 
three  staples  out  of  the  stapling  device  before 
application  creating  a small  upper  gastric  reservoir 
with  a tiny  opening  into  the  remainder  of  the 
stomach  away  from  either  curvature.  This  opera- 
tion (which  I call  a gastric  baffle  procedure) 
requires  no  anastomisis  and  should  be  less  morbid. 
If  it  does  achieve  satisfactory  weight  loss  and  the 

continued  on  page  39 
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COMMITTEE  OF  PUBLIC  HEALTH 


The  State  Committee  of  Public  Health  took  the  following 
actions  at  its  meeting  on  March  21,  1979: 

• Received  a report  from  the  State  Health  Officer 
regarding  a limited  increase  in  the  State  General  Fund  of 
only  2.67%  for  the  next  fiscal  year  which  will  make  any 
increase  in  the  budget  for  the  State  Health  Department  and 
its  programs  extremely  limited. 

• Received  a report  of  action  by  the  Statewide  Health 
Coordinating  Council  regarding  Hospital  Bed  Need  Planning 
Methodology  adopted  by  SHCC  on  March  1,  1979. 

• Adopted  the  Planning  Methodology  as  adopted  by 
PDC-SHCC  without  the  two  amendments  and  further 
recommended  that  the  State  Medical  Facilities  Plan  current- 
ly being  developed  under  Title  VI  "take  into  account"  the 
National  Planning  Guidelines.  Approved  a resolution  of 
explanation  and  comments  regarding  this  action  on  pro- 
posed Planning  Methodology  for  Acute  General  Hospitals. 

• Received  a report  on  Fire  History  of  United  States 
Hospitals  and  noted  the  favorable  record  in  Alabama 
indicating  that  during  the  period  1971-76  there  were  no 
multiple  deaths  from  fire  in  hospitals  or  nursing  homes  in 
Alabama.  There  was  only  one  death  in  nursing  homes 
during  this  period  with  the  patient  dying  of  a heart  attack 
rather  than  fire  resulting  from  smoking  immediately  prior 
to  death.  Three  fire  related  deaths  in  three  separate 
incidents  in  hospitals  included  one  in  the  U.S.  Army 
Hospital  in  Ft.  Rucker. 

• Approved  a Certificate  of  Need  Schedule  for  adopting 
rules  and  regulations  with  a proposed  date  of  public  hearing 
m Montgomery  on  April  24,  1979. 

• Approved  Proposed  Rules  and  Regulations,  P/'ocec/tyres 
Manual  and  Review  Criteria  for  Certificate  of  Need  for 
hearing  purposes. 

• Approved  with  favorable  findings  and  recommenda- 
tions the  request  for  an  open  heart  surgery  project  by 
Baptist  Medical  Center-Princeton,  Birmingham. 

• Received  information  on  the  success  of  the  hypothy- 
roid screening  program  with  3 new  positive  patients 
identified  for  a total  of  8 with  hypothyroidism  out  of 
41,000  screened  since  February  1978,  and  noted  the  cost 
effective  benefits  of  these  findings  in  addition  to  the 
personal  benefits  to  the  individuals  and  families  concerned. 

• Was  advised  of  the  closure  of  Oyster  Beds  on  March  5, 
1979. 

• Took  note  of  a letter  of  commendation  from  Ms.  Sara 
V.  Craig,  Principal  Regional  Official,  DHEW,  recognizing 
Corner  School,  Jefferson  County  Schools,  for  100%  immu- 
nization of  students  through  1 8 years  of  age. 

• Received  a report  of  activities  regarding  the  Regional 
Perinatal  Advisory  Committee  and  made  a referral  for 
further  consideration  of  appointees. 

• Received  copies  of  Alabama's  Vital  Events  for  1977 
prepared  by  the  State  Health  Department's  Special  Services 
Administration,  Division  of  Vital  Statistics,  breaking  down 
data  by  county  for  more  complete  utilization  in  planning 
by  Health  Systems  Agencies  and  others. 
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Tenuate*® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan" 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Briel  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  In  the 
management  o(  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  o1  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  ol  agents  ol  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ol  drug 
abuse  During  or  within  14  days  following  the  administration  ol  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Deperjdence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  ol  subiects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  pari  ol  a weight 
reduction  program  Abuse  of  amphelamines  antf  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  ol  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEC  Manifestations  ol 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregtrartcy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  reguires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  lor  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  In  prescribing  Tenuate 
lor  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  reguiiementsindiabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hvpo- 
tensive  effect  of  guanethidine  The  least  amount  feasible  shoulrf be 
prescribed  or  dispensed  af  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  ol  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitalion.  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  alter  ingestion  ol  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jiF 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting.abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset,  Hema- 
lopoielic  Sysiem  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  fo  overcome  nighf  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One 75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended tor  use  in  children  under  12  years  ol  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperrellexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  ol  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Reqitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABDRATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
6ncinnali.  Ohio  45215.  USA 
Licensor  of  Merrell' 

References:  1.  Citations  available  on  request -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2 Roekenga,  M T , 
O'Dillon,  R H , and  Leyland.  H M A Comprehensive  Review  of  Dieth- 
yipropion  Rydrochloride  International  Symposium  on  Central 
Mechanisms  ol  Anorectic  Drugs,  Florence,  Italy,  Jan  20-21. 1977 
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1bnuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page. 


Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethyl propion  hydrochloride  Is 
well  documented.  No  less  than  16  separate  double-blind,  placetx> 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’^  Compared  with  the  amphetamines,  diethyl propion 
has  minimal  potential  for  abuse. 


Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight 


(diethylpropion  hydrocnioride  NF) 

75  mg.  controlled-release  tablets 


S’*:'"-' 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program.'^!" 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has . 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Important  data  on  the  pain  of  acute  custitis: 

In  87%  of  patiants 
studied  [303  of  349], 

Hzo  Gantanof  reduced 
pain  andtir  burning 
within  24  hours' 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually  f.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  "moderate  to 
severe,"  Azo  Gantanol  therapy  re- 
sulted in  improvement  within  24 
hours. 


hrs 


Fast  pain  relief  plus  effective  antibacterial  action 

Rzd  Gantanor 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complete  proc 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  Infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms! 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staphyto-  • 
coccus  aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Cart 
fully  coordinate//)  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  adc 
aminobenzoic  acid  to  follow-up  culture  media.  T 
increasing  frequertcy  of  resistant  organisms  limits  |l 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as  ji 
variations  may  occur;  20  mg/100  ml  should  be  It 
maximum  total  level.  I| 

Contraindications;  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  anc 
during  nursing  period;  because  Azo  Gantanol  cor 
tains  phenazopyridine  hydrochloride  it  is  contrair 
dicated  in  glomerulonephritis,  severe  hepatitis.  1 
uremia,  and  pyelonephritis  of  pregnancy  with  G.l  f 
disturbances.  | 

Warnings:  Safety  during  pregnancy  not  establishe; 
Deaths  from  hypersensitivity  reactions,  agranuloc  | 
tosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  ana  i 
urinalysis  with  microscopic  examination  are  rec-  ! 
ommended  during  sulfonamide  therapy.  ■ 

Precautions:  Use  cautiously  in  patients  with  im-  ; 
paired  renal  or  hepatic  function,  severe  allergy,  i 
bronchial  asthma;  in  glucose-6-phosphate  | 
dehydrogenase-deficient  individuals  in  whom  i 
dose-related  hemolysis  may  occur.  Maintain  j 
adequate  fluid  intake  to  prevent  crystalluria  and  | 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens- Johnson  syndrome,  epidermal  necrolysis 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization. arthralgia  and  allergic  myocarditis): 
G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia.  ! 
hallucinations,  tinnitus,  vertigo  and  insomnia);  I 
miscellaneous  reactions  (drug  fever,  chills,  toxic  i 
nephrosis  with  oliguria  and  anuria,  periarteritis  f 
nodosa  and  L.  E.  phenomenon).  Due  to  certain  ! 
chemical  similarities  with  some  goitrogens,  di-  |i 
uretics  (acetazolamide,  thiazides)  and  oral  hypo-  I;' 
glycemic  agents,  sulfonamides  have  caused  rare  . 
instances  of  goiter  production,  diuresis  and  hypo-f 
glycemia.  Cross-sensitivity  with  these  agents  mayf 
exist.  I 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual  ■ 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm  £ 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists.  J 
causes  other  than  infection  should  be  sought.  * 

After  relief  of  pain  has  been  obtained,  continued  : 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-re  ± 
dye  (phenazopyridine  HCI)  will  color  the  urine,  f 
Supplied:  Tablets,  red,  film-coated,  each  contain-l 
ing  0.5  Gm  sulfamethoxazole  and  100  mg  1 
phenazopyridine  HCI — bottles  of  100  and  500.  j 

<\  Roche  Laboratories  j 

ROCHE  > Division  of  Hoffmann-La  Roche  In:! 

/ Nutley,  New  Jersey  07110  j 


Data  on  file.  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


OPERATION  VS.  OBESITY 

continued  from  page  35 

expected  low  morbidity,  then  it  should  rapidly 
become  the  procedure  of  choice. 

At  the  University  of  Alabama  in  Birmingham, 
we  are  presently  randomizing  the  gastric  bypass 
with  Roux  Y gastrojejunostomy  (Fig.  I la)  with  the 
gastric  baffle  (Fig.  lib)  in  an  attempt  to  determine 
which  is  the  superior  operation.  Our  criteria  for 
surgery  are  still  those  listed  in  the  Table.  Overall 
we  are  encouraged  with  the  gastric  bypass  pro- 
cedure and  feel  strongly  that  it  is  superior  to 
intestinal  bypass.  If  the  baffle  procedure  induces 
weight  loss,  it  should  be  associated  with  vastly  less 
morbidity.  However,  long-term  data  on  patients 
undergoing  procedures  of  this  type  are  not  yet 
available. 

For  surgery  to  be  a practical  alternative  in  the 
treatment  of  obesity,  operative  mortality  will  have 
to  be  nil  and  the  operative  morbidity  will  have  to 
be  low  so  that  surgery  may  be  offered  for  those 
persons  only  50%  overweight.  These  individuals  are 
at  an  increased  risk  of  death  one  and  one-half  times 
that  of  their  normal  weight  peers  with  little  hope 
of  achieving  permanent  weight  reduction  by  other 
than  operative  means.  Their  body  habitus  would 
allow  easier  and  probably  safer  operation.  A 30% 
weight  reduction  in  these  persons  would  offer 


them  a near  normal  weight  and  would  not  leave 
them  with  huge,  bothersome,  and  unsightly  skin 
folds. 


CRITERIA  FOR  SURGICAL  TREATMENT 

1 ) Ages  20  - 50 

2)  A body  weight  twice  or  more  the  ideal  body 
weight* 

3)  Lack  of  effective  response  to  dietary  measures 

4)  No  contributory  endocrine  disease 

5)  The  presence  of  complicating  medical  illnesses 
including  cardio-respiratory  problems  (especially 
Pickwickian  syndrome  and  hypertension,  severe 
extertional  dyspnea,  previous  pulmonary  em- 
boli), chronic  low  backache,  varicose  veins,  leg 
swelling,  stasis  dermatitis,  and  adult  onset  dia- 
betes 

6)  No  aortic  stenosis  or  myocardial  ischemia 

7)  A patient  of  sufficient  intelligence  to  understand 
the  implications  and  the  possible  complications 
of  the  operative  procedure 

8)  Agreement  by  the  patient  to  return  for  periodic 
follow-up  for  at  least  two  years 

*For  medium  frame  individuals  by  the  Metropolitan 

Life  Insurance  Scale 
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What  have  you 
done  for 
yourself  lately? 


You've  created  your  own  professional 
liability  insurance  company  which 
provides  you  with  coverage  ethers  wouldn't 
offer. 

And,  too,  you've  got  your  own  Mutual 
Assurance  Agency  capable  of  providing 
you  with  coverage  for  your  every  insurance 
need. 


Mutual  Assurance 


MAS 


If  s Your  Company  Use  Iti 

Birmingham  933-7280 
Toll  Free  1-800-272-6401 


What  have  they  done  for  you? 


THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


118th  Annual  Meeting 
April  19-21,  1979 

Hyatt  House,  901  21st  Street  North,  Birmingham,  Alabama 


THURSDAY,  APRIL  19 

SATURDAY,  APRI  L 21 

FRIDAY,  APRIL  20 

9:00  a.m.— 1 2:00  noon 

9:00  a.m. 

6:30  p.m. 

Orientation  Program 

Annual  Business  Session 

ALAPAC  Cocktail  Reception 

2:00—5:00  p.m. 

North  Meeting  Room 
Bi  rmi  ngham-Jef  ferson 

Reference  Committee  Hearings 

SOCIAL  EVENTS 

Civic  Center 

FRIDAY,  APRIL  20 

THURSDAY,  APRIL  19 

8:00  p.m. 

9:00  a.m.— 1 2:00  noon 

7:30  a.m. 

Awards  Banquet 

General  Scientific  Session 

Auxiliary  to  MASA  Breakfast 

South  Meeting  Room 

Hugo's,  Hyatt  House 

Bi  rmi  ngham-Jef  ferson 

1 1 : 1 5—1  2:00  noon 

Civic  Center 

Jerome  Cochran  Lecture 

1 2:30  p.m. 

Entertainment  by  the 

by  Tom  E.  Nesbitt,  M.D. 

Auxiliary  Luncheon  and  Tour  of  Homes 

Auburn  University  Singers 

President,  American  Medical  Association 

8:00-11:00  p.m. 

12:30  p.m. 

2:00—5:00  p.m. 

Jefferson  County  Medical  Society 

Auxiliary  Luncheon 

Section  on  Accidents 

Reception  and  Buffet 

South  Meeting  Room 

Section  on  Cancer 

Dance  music  provided  by 

Bi  rmi  ngham-Jef  ferson 

Section  on  Maternal  and  Child  Care 

Harrison  Cooper's  Orchestra 

Civic  Center 

Section  on  Pulmonary  Diseases 

The  Club 

After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 

if  there 
are  problems 
and  there 
is  driiiking... 
drinking 

*riay  bethe 

only  Problem/ 

BOX  508  STATESBORO.  CA  30458  (912)  764-6236 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Specialist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Adams 
Beltone  Hearing  Aid  Service 
315A  South  Sage  Avenue 
Mobile,  Alabama  36606 
205-479-9409 


K.  Louis  Azar 

Beltone  Hearing  Aid  Service 
302  Clinton  Avenue,  East 
Huntsville,  Alabama  35801 
205-533-3434 


M.  Guillot,  Jr.  & J.  Perkins 
Beltone  Hearing  Aid  Service 
1201  E.  South  Blvd. 
Montgomery,  Alabama  36116 
205-281-5070 


Ronald  D.  Lenox 
Beltone  Hearing  Aid  Center 
1810  Montgomery  Hwy.  Suite  17 
Dothan,  Alabama  36303 
205-794-3432  205-794-2233 


John  T.  McGaha 
Beltone  Hearing  Aid  Service 
2425  N.  Broad  Street 
Selma,  Alabama  36701 
205-875-7911 


Chester  H.  Partin 
Beltone  Hearing  Aid  Service 
504  Woodward  Avenue 
Muscle  Shoals,  Alabama  35601 
205-381-4110 

Beltone  Hearing  Aid  Service 
1311  6th  Avenue,  S.E. 

Decatur,  Alabama  35601 
205-350-2474 


A.  L Pattillo,  Jr. 

Beltone  Hearing  Aid  Center 
825  22nd  Street,  So. 
Birmingham,  Alabama  35205 
205-323-4271 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


contains  no  aspirin 


tablets 


Darvocet-N"KX)  cv 


700565 


lOO  mg.  Darvon-N'  (propoxyphene  nopsylote) 

650  mg.  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  006X 


with  symptomatic 
relief  of  moderate  anxiety 
with  depression 


Rapid  relief  of  the  symptoms  of  moderate  anxiety  in  many  patients 

The  tranquilizer  component  alleviates  symptoms  of  anxiety  and  agitation  within  a few  days, 
without  apparent  dulling  of  mental  acuity.  Hypnotic  effects  from  the  tranquilizer  component 
appear  to  be  minimal,  particularly  in  patients  permitted  to  remain  active.  However,TRIAVIL  may 
impair  mental  and/or  physical  abilities  required  for  the  performance  of  hazardous  tasks. 

Highly  effective  antidepressant  action 

The  antidepressant  component  relieves  symptoms  of  depression  such  as  poor  concentration 
and  feelings  of  hopelessness  as  well  as  early  morning  awakening;  adequate  relief  of  symptoms 
may  take  a few  weeks  or  even  longer. 

Increased  activity  potential  often  results  from  symptomatic  relief 

As  the  symptoms  of  anxiety  and  depression  respond  toTRIAVIL,many  patients  may  show  renewed 
interest  in  family  and  recreational  activities  and  are  able  to  function  more  effectively  at  work. 

More  prescribing  convenience 

For  optimal  flexibility  there  are  now  five  tablet  strengths  of  TRIAVIL  for  ease  of  dosage  adjustment. 
For  initial  management  of  patients  with  moderate  anxiety  and  depression,  one  TRIAVIL"  2-25, 
containing  2 mg  perphenazine  and  25  mg  amitriptyline  HCI,  t.i.d.  may  often  be  adequate. 

TRIAVIL®  4-50 . containing  4 mg  perphenazine  and  50  mg  amitriptyline  HCI , provides  b.i.d. 
convenience  for  those  patients  needing  the  larger  total  daily  dose  of  8 mg  perphenazine  and 
100  mg  amitriptyline  HCI  as  initial  or  maintenance  therapy. 

Treatment  with  TRIAVIL— a balanced  view: 

TRIAVIL  is  contraindicated  in  CNS  depression  from  drugs,  in  the  presence  of  evidence  of  bone 
marrow  depression , and  in  patients  hypersensitive  to  phenothiazines  or  amitriptyline.  It  should  not 
be  used  during  the  acute  recovery  phase  following  myocardial  infarction  or  in  patients  who 
have  received  an  MAOl  within  two  weeks.  Patients  with  cardiovascular  disorders  should  be 
watched  closely.  Not  recommended  in  children  or  during  pregnancy.  TRIAVIL  may  impair  mental 
and/or  physical  abilities  required  for  performance  of  hazardous  tasks  and  may  enhance  the 
response  to  alcohol.  Antiemetic  effect  may  obscure  toxicity  due  to  overdosage  of  other  drugs  or 
mask  other  disorders.  The  possibility  of  suicide  in  depressed  patients  remains  until  significant 
remission  occurs.  Such  patients  should  not  have  access  to  large  quantities  of  the  drug.  Hospitalize 
as  soon  as  possible  any  patient  suspected  of  having  taken  an  overdose. 


Please  see  fol lowing  page 

MFRPK  ^ ^ 

SHARft  ^ summary 

DOHME  of  prescribing  information. 

Copyright©  1979  by  Merck  & Co  . Inc 


For  moderate 
anxiety  with  depression 

Mi  dual-action  w 

TMaVffl 

containing  perphenazine  and  amitriptyline  HCI 


More  dosage  strengths 

than  any  other  formulation  containing 

a tranquilizer  and  an  antidepressant 


containing  perphenazine  and  amitriptyline  HCI 

Available: 

TRIAVIL*  2-25  Each  tablet  contains 
2 mg  perphenazine  and  25  mg  amitriptyline  HCI. 

TRIAVIL"  2-10:  Each  tablet  contains 
2 mg  perphenazine  and  10  mg  amitriptyline  HCI 
TRIAVIL*  4-50;  Each  tablet  contains 
4 mg  perphenazine  and  50  mg  amitriptyline  HCI. 

TRIAVIL"  4-25:  Each  tablet  contains 
4 mg  perphenazine  and  25  mg  amitriptyline  HCI 
TRIAVIL"  4-10:  Each  tablet  contains 
4 mg  perphenazine  and  10  mg  amitriptyline  HCI 

CONTRAINDICATIONS:  Central  nervous  system  depression  from  drugs  (bar- 
biturates, alcohol,  narcotics,  analgesics,  antihistamines),  evidence  of  bone  mar- 
row depression:  known  hypersensitivity  to  phenothiazines  or  amitriptyline.  Should 
not  be  given  concomitantly  with  a monoamine  oxidase  inhibitor  since  hyperpyretic 
crises,  severe  convulsions,  and  deaths  have  occurred  from  such  combinations 
When  used  to  replace  a monoamine  oxidase  inhibitor,  allow  a minimum  of  14  days 
to  elapse  before  initiating  therapy  with  TRIAVIL.  Therapy  should  then  be  initiated 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is  achieved 
Not  recommended  for  use  during  acute  recovery  phase  following  myocardial 
infarction 

WARNINGS:  TRIAVIL  should  not  be  given  concomitantly  with  guanethidine  or 
similarly  acting  compounds  since  TRIAVIL  may  block  the  antihypertensive  action 
of  such  compounds  Use  cautiously  in  patients  with  history  of  urinary  retention, 
angle-closure  glaucoma,  increased  intraocular  pressure,  or  convulsive  disorders 
Dosage  of  anticonvulsive  agents  may  have  to  be  increased  In  patients  with 
angle-closure  glaucoma,  even  average  doses  may  precipitate  an  attack  Patients 
with  cardiovascular  disorders  should  be  watched  closely  Tricyclic  antidepres- 
sants, including  amitriptyline  HCI,  have  been  reported  to  produce  arrhythmias, 
sinus  tachycardia,  and  prolongation  of  conduction  time,  particularly  in  high  doses 
Myocardial  infarction  and  stroke  have  been  reported  with  tricyclic  antidepressant 
drugs.  Close  supervision  is  required  for  hyperthyroid  patients  or  those  receiving 
thyroid  medication.  May  impair  mental  and' or  physical  abilities  required  for 
performance  of  hazardous  fasks,  such  as  operating  machinery  or  driving  a motor 
vehicle  In  patients  who  use  alcohol  excessively,  potentiation  may  increase  the 
danger  inherent  in  any  suicide  attempt  or  overdosage  Not  recommended  in 
children  or  during  pregnancy 

PRECAUTIONS:  Suicide  is  a possibility  in  depressed  patients  and  may  remain 
until  significant  remission  occurs.  Such  patients  should  not  have  access  to  large 
quantities  of  this  drug 

f^rphenazine:  Should  not  be  used  indiscriminately.  Use  with  caution  in  patients 
who  have  previously  exhibited  severe  adverse  reactions  to  other  phenothiazines 
Likelihood  ot  some  untoward  actions  is  greater  with  high  doses  Closely  supervise 
with  any  dosage  The  antiemetic  effect  of  perphenazine  may  obscure  signs  of 
toxicity  due  to  overdosage  of  other  drugs  or  make  more  difficult  the  diagnosis  of 
disorders  such  as  brain  tumor  or  intestinal  obstruction.  A significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intolerance  to 
perphenazine,  in  which  case  discontinue 
If  hypotension  develops,  epinephrine  should  not  be  employed,  as  its  action  is 
blocked  and  partially  reversed  by  perphenazine  Phenothiazines  may  potentiate 
the  action  ot  central  nervous  system  depressants  (opiates,  analgesics,  antihis- 
tamines, barbiturates,  alcohol)  and  atropine  In  concurrent  therapy  with  any  ot 
these,  TRIAVIL  should  be  given  in  reduced  dosage  May  also  potentiate  the  action 
of  heat  and  phosphorous  insecticides  There  is  sufficient  experimental  evidence  to 
conclude  that  chronic  administration  of  antipsychotic  drugs  which  increase 
prolactin  secretion  has  the  potential  to  induce  mammary  neoplasms  in  rodents 
under  the  appropriate  conditions.  There  are  recogr.ized  differences  in  the 
physiological  role  of  prolactin  between  rodents  and  humans  Since  there  are,  at 
present,  no  adequate  epidemiological  studies,  the  relevance  to  human  mammary 
cancer  risk  from  prolonged  exposure  to  perphenazine  and  other  antipsychotic 
drugs  is  not  known 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients  may  experi- 
ence a shift  toward  the  manic  phase  If  they  are  treated  with  an  antidepressant 
Fbtients  with  paranoid  symptomatology  may  have  an  exaggeration  of  such 
symptoms  The  tranquilizing  effect  of  TRIAVIL  seems  to  reduce  the  likelihood  of  this 
effect  When  amitriptyline  HCI  is  given  with  anticholinergic  agents  or  sympatho- 
mimetic drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required  Paralytic  ileus  may 
occur  in  patients  taking  tricyclic  antidepressants  in  combination  with  anticholiner- 
gic-type  drugs 


Caution  IS  advised  if  patienfs  receive  large  doses  of  ethchlorvynol  concurrently. 
Transient  delirium  has  been  reported  in  patients  who  were  treated  with  1 g of 
ethchlorvynol  and  75-150  mg  of  amitriptyline  HCI. 

Amitriptyline  HCI  may  enhance  the  response  to  alcohol  and  the  effects  of 
barbiturates  and  other  CNS  depressants. 

Concurrent  administration  of  amitriptyline  HCI  and  electroshock  therapy  may 
increase  the  hazards  associated  with  such  therapy.  Such  treatment  should  be 
limited  to  patients  for  whom  it  is  essential . Discontinue  several  days  before  elective 
surgery  if  possible  Elevation  and  lowering  of  blood  sugar  levels  have  both  been 
reported  Use  with  caution  in  patients  with  impaired  liver  function 

ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constituent  alone. 
Perphenazine:  Extrapyramidal  symptoms  (opisthotonus,  oculogyric  crisis, 
hyperreflexia,  dystonia,  akathisia.  acute  dyskinesia,  ataxia,  parkinsonism)  have 
been  reported  and  can  usually  be  controlled  by  the  concomitant  use  of  effective 
antiparkinsonian  drugs  and/or  by  reduction  in  dosage,  but  sometimes  persist  after 
discontinuation  of  the  phenothiazine. 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or  may 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  been 
discontinued  The  risk  appears  to  be  greater  in  elderly  patients  on  high-dose 
therapy,  especially  females.  Symptoms  are  persistent  and  in  some  patients  appear 
to  be  irreversible.  The  syndrome  is  characterized  by  rhythmical  involuntary 
movements  of  the  tongue,  face,  mouth,  or  |aw.  Involuntary  movements  of  the 
extremities  sometimes  occur.  There  is  no  known  treatment  for  tardive  dyskinesia; 
anti  parkinsonism  agents  usually  do  not  alleviate  the  symptoms.  It  is  advised  that  all 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear.  If  treatment  is 
reinstituted,  or  dosage  of  the  particular  drug  increased,  or  another  drug  substi- 
tuted, the  syndrome  may  be  masked  Fine  vermicular  movements  of  the  tongue 
may  be  an  early  sign  of  the  syndrome  The  full-blown  syndrome  may  not  develop 
if  medication  is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching,  erythema, 
urticaria,  eczema,  up  to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions);  peripheral 
edema;  reversed  epinephrine  effect;  hyperglycemia;  endocrine  disturbances 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle);  altered 
cerebrospinal  fluid  proteins;  paradoxical  excitement;  hypertension,  hypotension, 
tachycardia,  and  ECG  abnormalities  (quinidine-like  effect);  reactivation  of  psy- 
chotic processes;  catatonic-like  states;  autonomic  reactions,  such  as  dry  mouth 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obstipation, 
urinary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a change 
in  pulse  rate;  other  adverse  reactions  reported  with  various  phenothiazine 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cerebral 
edema,  polyphagia,  pigmentary  retinopathy,  photophobia,  skin  pigmentation,  and 
failure  of  ejaculation 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (pancyto- 
penia, thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophilia); 
and  liver  damage  (jaundice,  biliary  stasis). 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long-term 
administration  of  some  phenothiazines.  Although  it  has  not  been  reported  in 
patients  receiving  TRIAVIL.  the  [Dossibility  that  it  might  occur  should  be  considered. 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  have  also 
been  reported 

Amitriptyline:  Note:  Listing  includes  a few  reactions  not  reported  for  this  drug,  but 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antidepressant 
drugs  and  must  be  considered  when  amitriptyline  is  administered.  Cardiovascu- 
lar Hypotension,  hypertension;  tachycardia;  palpitation;  myocardial  infarction; 
arrhythmias;  heart  block,  stroke.  CNS  and  Neuromuscular:  Confusional  states; 
disturbed  concentration;  disorientation;  delusions:  hallucinations;  excitement; 
anxiety;  restlessness;  insomnia;  nightmares;  numbness,  tingling,  and  paresthesias 
ot  the  extremities;  peripheral  neuropathy;  incoordination;  ataxia;  tremors;  sei- 
zures; alteration  in  EEG  patterns;  extrapyramidal  symptoms;  tinnitus;  syndrome  of 
inappropriate  ADH  (antidiuretic  hormone)  secretion.  Anticholinergic:  Dry  mouth; 
blurred  vision;  disturbance  of  accommodation;  increased  intraocular  pressure; 
constipation;  paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Allergic: 
Skin  rash;  urticaria,  photosensitization:  edema  of  face  and  tongue.  Hematologic: 
Bone  marrow  depression  including  agranulocytosis;  leukojDenia;  eosinophilia: 
purpura;  thrombocytopenia  Gastrointestinal:  Nausea;  epigastric  distress;  vomit- 
ing; anorexia;  stomatitis;  peculiar  taste;  diarrhea;  jDarotid  swelling;  black  tongue. 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice).  Endocrine:  Testic- 
ular swelling  and  gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea 
in  the  female:  increased  or  decreased  libido,  elevated  or  lowered  blood  sugar 
levels  Other:  Dizziness,  weakness;  fatigue;  headache;  weight  gain  or  loss; 
increased  perspiration;  urinary  frequency;  mydriasis;  drowsiness;  alopecia.  With- 
drawal Symptoms  Abrupt  cessation  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise  These  are  not  indicative  of  addiction, 
OVERDOSAGE:  All  jDatients  suspected  of  having  taken  an  overdosage  should  be 
admitted  to  a hospital  as  soon  as  possible.  Treatment  is  symptomatic  and 
supportive  However,  the  intravenous  administration  of  1 -3  mg  of  physostigmine 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  poison- 
ing Because  physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigmine 
should  be  repeated  as  required  particularly  if  life-threatening  signs  such  as 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosage  of 
physostigmine.  On  this  basis,  in  severe  overdosage  with  perphenazine-amitrip- 
tyline combinations,  symptomatic  treatment  of  central  anticholinergic  effects  with 
physostigmine  salicylate  should  be  considered.  J8TR31  (DC6613215) 
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For  more  detailed  information,  consult  your  MSD  Representative 
or  see  full  Prescribing  Information  Merck  Sharp  & Dohme,  Division 
ol  Merck  & Co  . INC  , West  Point,  Pa  19486 


MSD  ! 


CLASSIFIED  APYERTISIMO 


STUDENT  HEALTH  PHYSICIAN:  Needed  at  Auburn  University, 
where  eight  full  time  physicians  provide  primary  care  to  18,000 
students  from  a modern,  well  equipped  health  care  facility.  Regular 
hours,  ample  leisure  time,  competitive  salary,  and  all  University 
fringe  benefits  plus  paid  malpractice  insurance.  Both  nine  and 
twelve  month  appointments  available.  Requirements:  Medical 

degree,  Alabama  license  prior  to  appointment,  plus  an  interest  in  the 
special  problems  of  young  adults  and  the  ability  to  communicate 
easily  with  them.  Contact:  D.  W.  Oleson,  M.D.,  Medical  Director, 
Drake  Student  Health  Center,  Auburn  University,  Auburn,  Alabama 
36830.  (205)  826-4416.  An  equal  opportunity  employer. 


FAMILY  PRACTITIONER,  GENERAL  SURGEON,  INTERNIST, 
OB/GYN,  ORTHOPEDIC  SU  RG  EON— Needed  for  3 year  old, 
100 — bed  JCAH  accredited  full  service  hospital  located  in  Northwest 
Alabama.  Population  of  this  amiable  Alabama  town  is  about  10,000 
with  a service  area  of  25,000.  Reply  to:  Carol  Nussbaum. 

Professional  Relations,  Humana  Inc.,  P.  O.  Box  1438,  Louisville,  KY 
40201.  (502)  589-3790. 


ALABAMA:  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  AL,  Emergency 

Department,  Physicians  Medical  Group,  P.A.,  P.  O.  Box  9639, 
Marina  del  Rey,  CA  90291,  Phone  (213)  822-1312. 


FOR  RENT — Luxury  Townhouse,  Destin,  Florida— Holiday  Isle. 
Two  bedroom,  2'h  bath,  gulfview,  swimming  pool  and  dock. 
Contact:  Dr.  Ralph  L.  Tieszen,  1529  N.  25th  St.,  Birmingham,  Ala. 
35234  (205)967-3395. 


Outstanding  multi-hospital  emergency  group  has  excellent  oppor- 
tunities available  in  Greenville,  Missippi.  Fly  to  Mississippi,  work 
6-16  shifts,  spend  the  other  20  days  in  California.  Fee-for-service. 
Malpractice  insurance  provided.  No  accounting,  billing,  or  personnel 
problems.  Contact:  Garland  Holloman,  M.D.,  Delta  Medical  Center, 
1400  E.  Union  Street,  Greenville,  Mississippi  38701  (601)  378-3783 
or  John  Stein,  897  MacArthur  Boulevard,  San  Leandro,  California 
94577  (415)  638-3979. 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7445,  evening  hours  553-2198. 


A PR!  VA  TE  PSYCH  I A TRIG  HOSPI TA  L 


Owned  and  Operated  By 

HEALTH  SERVICES,  INC. 

A Wholly-owned  subsidiary  of 

CHARTER  MEDICAL  CORPORATION 

P.O.  Box  1230 — Decatur.  Alabama  35602 
Telephone  (205)  350-1450 


This  sixty-four  bed  ultra-modern  facility  offers  indi- 
vidualized, intensive,  yet  comprehensive  treatment  for 
emotional  disorders.  Specifically  designed  to  meet  the 
unique  and  specialized  needs  of  the  emotionally  ill 
patient,  the  facility  also  offers  treatment  programs 
for  addictive  disease,  adolescents,  and  general  psychi- 
atric patients. 

All  treatment  programs  are  under  the  direction  of 
staff  psychiatrists,  with  a support  staff  of  nursing, 
social  service,  psychology,  special  education,  occupa- 
tional and  recreational  therapy. 

The  Retreat  offers  a full  range  of  routine  diagnostic, 
therapeutic,  laboratory,  X-Ray,  EKG,  EEG  and  elec- 
tro-convulsive treatments. 

The  Retreat  is  a member  of  the  National  Association 
of  Private  Psychiatric  Hospitals;  North  Alabama 
Regional  Hospital  Council;  The  Alabama  Hospital 
Association. 

Fully  accredited  by  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Certified  by  Medicare.  A Blue  Cross 
Member  Hospital. 
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Sometimes  it  pays 
^ tobesick. 


A patient  with  duplicate  health  insurance  coverage 
can  often  collect  more  on  a claim  than  he  actually 
owes.  This  is  one  of  the  factors  contributing  to 
the  rising  cost  of  health  care,  because  that  extra 
money  is  coming  out  of  all  your  patients’  pockets 
in  the  fonn  of  higher  and  higher  premiums. 

That  puts  you,  as  a d(x:tor,  and  us  at  Blue 
Cross  in  the  same  boat.  We  need  to  work  together 
to  stop  these  duplicate  payments. 

Our  professional  relations  representatives  are 
available  to  work  with  you  and  your  office  staff 
on  ways  to  eliminate  payment  by  more  than  one 
health  insurance  coverage.  They  can  also  offer 
suggestions  on  other  ways  we  can  help  hold  down 
health  care  costs. 

If  we  can  keep  people  from  profiting  from  an 
illness,  being  healthy  will  be  easier  to  afford. 


® Registered  Mark  Blue  Cross  Association 
®'  Registered  Mark  Blue  Shield  Association 


pHYSICIAN^S  PLACEMENT  SERVICE 

The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians'  Placement  as  a service  to  the  medical  progession  in  the  state  of 
Alabama.  Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making  inquiry.  Physicians  wishing  to 
establish  practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  information  write:  Mr.  Emmett  Wyatt, 
Executive  Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (205)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


ANESTHESIOLOGY:  Age  30;  India,  1973; 
American  Board  Eligible;  seeking  practice  in 
specialty;  private,  solo  or  group.  Available 
July  1979.  LW-030279. 

* * * 

EMERGENCY  MEDICINE:  Age  42;  Emory 
1965;  seeking  practice  in  institutional  or 
Industrial  medicine  in  the  coastal/northern 
section  of  Alabama  preferably  in  Mobile, 
Huntsville  or  Montgomery.  Available 
immediately.  LW-030379. 

FAMILY  PRACTICE;  Age  31;  University  of 
Alabama,  1974;  Board  Eligible  in  Family 
Practice;  seeking  practice  preferably  in  the 
southern  part  or  on  the  coast.  Available 
immediately.  LW-02270. 

★ ★ ★ 


PEDIATRICS/NEONATAL:  Age  34; 

Howard  University,  1972;  American  Board 
Certified;  seeking  practice  in  specialty  pre- 
ferably in  the  Birmingham  area.  Available 
July  1979.  LW-030579. 

PSYCHIATRY:  Age  44;  University  of 

Toronto,  1959;  American  Board  Certified; 
seeking  practice  in  Psychiatry  preferably  in 
the  southern  section  of  Alabama.  Available 
for  practice  in  the  near  future.  LW-02679. 
★ ★ * 

ORTHOPEDIC  SURGEON:  Age  30;  Univer- 
sity of  Tennessee,  1973;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  15,000  or  great- 
er. Available  January  1980.  LW-11478. 


specialty  group  or  solo.  Available  July  1979. 
LW-12031. 

GENERAL  SURGERY:  Age  32;  Case  West- 
ern Reserve  University,  1974;  seeking  prac- 
tice in  solo  or  group  practice.  Available  July 
1,  1979.  LW-02879. 

* •*  * 

GENERAL  SURGERY;  Age  34;  Temple' 
University;  1969;  American  Board  Certified; 
seeking  practice  in  a town  with  a population 
of  more  than  50,000.  Available  November 
1979.  LW-02979. 

* * * 

GENERAL  SURGERY;  Age  29;  University 
of  Mississippi;  seeking  practice  in  Alabama. 
LW-02779. 


FAMILY  PRACTICE:  Age  37;  Ranga  Raya 
Medical  School,  1972;  will  be  American 
Board  Eligible  in  1979:  seeking  practice  in 
specialty  preferably  in  Birmingham  and 
suburban  areas.  Available  July  1979. 
LW-02379. 

* * * 

FAMILY  PRACTICE:  Age  45:  University  of 
Saskatchewan,  1968;  National  Board  Certi- 
fied: American  Board  Certified;  American 
Board  Eligible;  seeking  practice  in  research, 
multi-specialty  group  or  partnership.  Avail- 
able May  1979.  LW-14776. 

* * * 

GENERAL  PRACTICE/GENERAL  SUR- 
GERY: Age  32;  University  of  Buenos  Aires: 
1969;  American  Board  Eligible;  seeking 
practice  in  general  practice,  specialty,  assist- 
ant or  associate  preferably  in  the  coastal 
area  with  a population  of  5,000  plus. 
Available  April  1979.  LW-030179. 

GENERAL  PRACTICE/OBSTETRICS  & 
GYNECOLOGY:  Age  59;  Medical  College 
of  Alabama,  1954;  American  Board  Eligible; 
seeking  practice  in  multi-specialty  group, 
single  specialty  group  or  partnership  in  a 
community  of  25,000-99,999  population. 
Available.  LW-14553. 

* * * 

GENERAL  P R A C T I C E/ EME  RG  ENCY 
MEDICINE:  Age  37;  Cebu  Institute  of 

Medicine,  1968;  seeking  practice  in  partner- 
ship, solo,  industrial  or  emergency  room. 
Available  July  1979.  LW-14672. 

* * * 

OBSTETRICS  & GYNECOLOGY;  Age  43; 
Medical  College  of  Georgia,  1975:  seeking 
practice  in  specialty,  solo  or  group  prefer- 
ably in  the  coastal  area.  Available  January 
1980.  LW-030479. 

OBSTETRICS  & GYNECOLOGY;  Age  30; 
Meharry  Medical  College,  1973:  will  be 
American  Board  Eligible  in  1979:  seeking 
practice  in  partnership,  single  specialty 
group  or  multi-specialty  group.  Available 
July  1979.  LW-13835. 

* * * 

OPHTHALMOLOGY:  Age  28;  Duke,  1976; 
seeking  practice  in  Ophthalmology  or  Aca- 
demic in  a town  of  75,000  plus  population. 
Available  January  1981.  LW-02579. 


SURGEON/UROLOGICAL:  Age  30;  Uni- 
versity of  Alabama,  1974;  American  Board 
Eligible  in  1979;  seeking  partnership,  single 


PRIMARY  CARE  PH  YSI C I AN— Wan  ted  to 
serve  as  Medical  Director  of  a Primary  Care 
Group  Practice.  Will  be  a Montgomery, 
Alabama  hospital  employee  with  the  oppor- 
tunity to  develop  the  ideal  Primary  Care 
Group  Practice.  Moving  expenses,  salary, 
other  fringe  benefits.  PW-030179. 

* * * 

I NTERNIST— Excellent  opportunity  for 
association  with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

* ★ * 

FAMILY  PHYSICIAN— Opportunity  to 
establish  gratifying  practice  in  Southwest 
Alabama  community  of  9,000  with  a trade 
area  of  25,000,  located  within  minutes  of 
Mobile  and  Gulf  Beaches.  Associations  with 
established  family  physician  possessing 
well-equipped  offices  available.  Invitation  to 
visit  with  expenses  paid  will  be  directed  to 
those  who  qualify.  PW-26. 

* * * 

OPPORTUNITY  for  Surgeon,  Family  Prac- 
titioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 
35,000  population,  located  100  miles 
north-west  of  Birmingham.  May  begin  as 
associate  working  with  three  other  physi- 
cians or  solo  working  with  same  doctors. 
Office  space  immediately  available.  Excel- 
lent location  near  mountain  lakes,  river, 
hunting,  fishing,  boating,  golfing  and  nearby 
to  Metropolitan  Area.  PW-14. 

* * * 

PED  I AT  R 1C  I AN— Wanted  to  join  an 
established  and  practicing  pediatrician  in 
opening  a new  office  in  an  area  adjacent  to 
Birmingham  in  one  of  the  most  rapidly 
growing  areas  in  the  state.  PW-04179. 


SURGERY;  Age  45;  Tufts  University,  1957; 
seeking  assistant  or  associate  practice  in  a 
town  with  a population  over  50,000.  Avail- 
able December  1979.  LW-020179. 


OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS— 

Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 
city  40  miles— population  of  200,000;  near- 
est hospital  20  miles;  last  physician  in  town 
died  12  years  ago;  equipped  three  room 
clinic  available  with  guaranteed  salary  or 
option  to  purchase;  principal  sources  of 
income  in  community  are  manufacturing, 
forestry  products,  and  farming:  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-09178. 

* * * 

Town  of  1,000  population;  trade  area 
20,000  in  Southeast  Alabama:  nearest  large 
city  165,000  population  35  miles;  Principal 
sources  of  income  in  community  are  farm- 
ing and  lumber  industries;  2 churches,  2 
schools;  social  activities  include  service  clubs 
and  country  club.  Presently  all  medical 
services  at  the  family  practice  clinic  are 
provided  by  residents  of  the  family  practice 
residency  training  program  on  a rotation 
basis.  The  clinic  is  in  its  third  year  of 
operation.  The  city  is  seeking  a full  time 
physician  to  serve  as  director  of  the  clinic 
through  a grant  from  the  National  Health 
Service  Corps.  PW-02179. 

Town  of  2,500  population:  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  in  town;  one  physician  died  re- 
cently; 2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population;  two 
offices  available  and  another  one  could  be 
constructed;  principal  sources  of  income  in 
community  are  agriculture  and  light  indus- 
try; 15  churches,  1 school,  2 kindergartens, 
1 day-care  center;  social  activities  include 
service  clubs,  and  golf  course.  PW-09378. 
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J^UXILIARY 


Mrs.  Aubrey  E.  Terry 
President,  A-MASA 


“Bebng  to  Care,  Belong  to  Share” 


"That  person  is  a success  who  has 
lived  well,  laughed  often  and  loved 
much;  who  has  gained  the  respect  of 
intelligent  men  and  the  love  of  child- 
ren; who  has  filled  his  niche  and 
accomplished  his  task;  who  leaves  the 
world  better  than  he  found  it;  who 
never  lacked  appreciation  of  the 
earth's  beauty  or  failed  to  express  it; 
who  looked  for  the  best  in  others  and 
gave  the  best  he  had." 

In  this  quote,  Robert  Louis 
Stevenson  talks  about  values,  values 
which  we  as  member  of  the  Auxiliary 
believe  in  and  try  to  practice. 

Now  the  1 978  - 1 979  Auxiliary  year 
is  almost  history.  It  has  been  a good 
year  because  of  each  person's  work.  A 
year  in  which  we've  cared  about 
people  and  a year  in  which  we've 
tried  to  share  to  see  that  needs  were 
met  in  our  communities. 

For  me,  it's  been  a time  in  which 
I've  felt  your  warmth,  the  warmth  that 
comes  from  association  with  people 
who  share  mutual  concerns.  I've  been 
the  recipient  of  that  warmth  as  I have 
met  with  members  at  state  and  county 
meetings.  And  I have  enjoyed  it 
thoroughly. 

On  one  of  my  plane  trips,  brief  case 
and  all,  I was  sitting  by  a gentleman 
absorbed  in  his  "papers."  He  looked  at 
mine  and  said,  "What  company  are 
you  with?"  When  I said  AMASA  he 
said,  "What  position?"  My  reply  was  a 
"Volunteer." 


His  next  question,  "What's  that?" 
was  the  wrong  one  to  ask  me,  because 
I gave  him  a 5-minute  reply  of  what  a 
volunteer  in  our  Medical  Auxiliary 
does  across  the  State  of  Alabama  and 
the  nation. 

As  you  can  see  I am  proud  to  be  a 
"Volunteer  in  your  company"  and  to 
know  our  work  does  count.  We  can  see 
just  how  much  as  the  counties  sent 
their  yearly  activities  and  reports.  I 
hope  you  will  read  this  composite 
report  in  the  1979  Handbood  for 
Counsellors  and  Delegates.  I think  you 
will  be  pleased  with  your  "Volunteer 
Spouse." 

The  Jefferson  County  Medical  Soci- 
ety and  the  Jefferson-Birmingham 
Auxiliary  are  planning  many  exciting 
activities  to  make  our  stay  in  Birming- 
ham enjoyable  for  the  Annual  State 
Convention,  April  19  - 21,  1979.  Meet 
you  there! 

As  my  year  as  President  of  the 
Auxiliary  to  the  Medical  Association 
of  the  State  of  Alabama  ends  I would  i 
like  to  challenge  each  one  to  continue  i 
working  toward  the  goal  of  making 
this  a happier,  healthier  world  for 
all— ourselves,  our  families,  our  com- 
munities and  our  nation. 


[ 

I 

i 


Pres. -Elect — Mrs.  Eugene  H.  Bradley;  First  Vice-Pres. — Mrs.  Rufus  Lee;  District  Vice-Pres.  NW — Mrs.  Ralph  Braund;  NE — Mrs.  Fred  C.  Ballard; 
SW— Mrs.  Leland  Edmonds;  SE — Mrs.  Lamar  Miller;  Rec.  Sec. — Mrs.  Charles  Flowell;  Treas. — Mrs.  J.  E.  Dunn,  Jr. 
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Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5.CXX) 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs.  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacferial  infection  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing 

CONTRAINDICATIONS;  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affecfed.  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin 
The  manifestation  of  sensitizafion  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  tor  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed  These  symptoms 
regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS'  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section) 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML 


As  in  a pyramid, 
sound '%tep  two” 
hypertension 
therapy 
requires 
every  block 


Cost 

According  to  o recent  study, ^ Solutensin® 
(hydroflumethiazide  50  mg./reserpine 
0.125  mg.)  was  the  most  economical  "step 
two"  therapy. . . about  34  the  cost  of  a day's 
supply  of  thiazide  + methyidopa  or  thiazide 
+ propranolol.  ^ 


Saluron^ 

(hydroflumethiazide  50  mg.) 

Salutensin’ 

(hydroflumethiazide  50  mg./reserpine  0.125  mg.) 

Salutensin-Dei 

(hydroflumethiazide  25 mg./reserpine  0.125  mg.) 


0JM 
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the  family  of 
anti  hypertensives 
completing  the 
therapeutic  pyramid 


Dosage  titration 

Solutensin  contains  the  recommended 
effective  doses  of  both  its  components, 
requiring  minimal  titration. 


Duration  of  action 

Solutensin  contains  Saluron  (hydroflume- 
thiazide), an  intermediate-acting  thiazide 
diuretic,  which  works  over  an  1 8-24  hour 
period,  ideal  for  once-daily  therapy. 


Compliance 

The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/vasoconstnctior= 

At  the  foundation  of  "step  two"  hypertension 
therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
achieved  with  the  combination  tablet 
Salutensin  one  day  at  a time. 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Company 
Syracuse,  N.Y.  13201 


BRISTOL 


References:  1.  Finnerty,  F.  A.  et  ol.:  An  Evaluation  of 
Step  2 Regimens  in  Hypertension,  data  on  file,  Bristol 
Laboratories,  1977.  2.  Red  Book  1977. 


For  a summary  of  prescribing  information,  please  see  following  page. 


Saluron 

(hydroflumethiazide  50  mg.) 

Salutensin' 

(hydroflumethiozlde  SOmg./reserpine  0.125 mg.) 

Salutensin-Demi  A 

(hydroflumethiazide  2Smg./reserpine  0.12Smg.)  //  \ 

Structured  for  the  /t\ 
long  run  in"step  two” 
hypertension 

Saluron  "’(hydroflumethiazide)  5/20  75 

For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Pafienfs  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma, Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiation  occurs  with  gang  I ionic  or  peripheral  adrenergic  block  mg  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 

PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance:  namely  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are.  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  poms  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  excep.  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather:  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia IS  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  trank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
tor  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A,  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions;  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologicreactions: Leukopenia, agranulocytosis, thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions;  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction;  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other;  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.);  Bottles  of  100. 

Salutensin^*  Salutensin-Demi™  (i2)io  27  7s 

(hydroflumethiazide,  reserpine  anti  hypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  worrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  it  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discantinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  it  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
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From  the  Executive  Director 


Information  For  Authors 
Concerning  Manuscripts 

Manuscripts  should  be  typewritten,  double.spaced  on 
white  paper  8V2X11  inches  with  adequate  margins.  The 
original  copy,  not  the  carbon  copy,  should  be 
submitted.  AutViority  for  approval  of  all  contribu- 
tions rests  with  the  Editor.  The  Journal  of  The 
Medical  Association  of  The  State  of  Alabama  reserves 
the  right  to  edit  any  material  submitted.  The  publish- 
ers accept  no  responsibility  for  opinions  expressed  by 
contributors. 

Style:  The  first  page  should  list  title,  the  author  (or 
authors),  degrees,  and  any  institutional  or  other 
credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month— day  of  month 
if  weekly— and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the 
text. 

The  Stylebook /Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style. 
It  is  particularly  useful  in  the  proper  presentation  of 
data.  Available  at  cost  ($6.50)  from  MASA.  When 
conflicts  occur  between  usage,  etc.,  by  an  author  and 
the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk  Jr.  and  E.  B.  White,  which  emphasizes 
brevity,  vigor  and  clarity.  Available  at  cost  ($1.65) 
from  MASA. 

Final  authority  on  grammar  is  Wqbster's  New  Interna- 
tional, Unabridged,  Second  Edition. 

Copy  Changes:  When  an  author  receives  a galley 
proof  back  from  MASA,  he  is  expected  to  make 
corrections  only.  Copy  changes,  alterations  on  proof 
from  the  original  manuscript,  are  expensive.  Please 
try  to  say  what  you  mean  in  the  original. 

Length  of  Articles:  Articles  should  not  exceed  3,000 
words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number, 
indication  of  the  top,  and  the  author's  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration.  Photographs  should  be  clear  and  distinct; 
drawings  should  be  made  in  black  ink  (preferably 
India  ink)  on  white  paper.  For  half  tones,  glossy 
photographs  should  be  submitted. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request.  Communications  should  be 
addressed  to  The  Journal  of  The  Medical  Association 
of  The  State  of  Alabama,  P.O.  Box  T900-C,  Mont- 
gomery, Alabama  36104.  Telephone  263-6441,  Area 
Code  205.  9 


A Sense  of  History 

In  this  issue  of  the  Journal  we  are  trying  to  do  what  , 
.photographs  do  better  in  some  ways  than  words— record  the 
way  it  was  at  the  1979  annual  session  of  the, Medical 
Association  of  the  State  of  Alabama. 

When  you  browse  through  the  issue  to  study  the  scenes 
and  faces,  you  may  find  amusement  in  wondering  what 
some  future  historian  will  say  about  Alabama  medicine  just 
before  the  1 980s  began.  ' 

Our  dress  may  seem  quaint,  as  the  dress  of  Alabama 
physicians  of  a century  ago  seems  quaint  today.  There  is 
certainly  the  possibility  that  some  of  the  ideas  set  forth  in 
this  year's  scientific  session  will  seem  outmoded  at  say,  the 
dawn  of  the  21st  century,  which  is  not  all  that  far  away. 

The  Journal  you  are  looking  at  today  will  be  time- 
capsuled  in  archives  in  this  and  other  countries,  to  be 
retrieved  at  some  future  time  by  men  and  women  of 
medicine  who  will  want  to  know  how  it  all  looked  back  in 
the  olden  days. 

It  gives  us  all  an  humbling  sense  of  mortality,  as  we  look 
at  these  scenes  of  1 979,  to  know  that,  one  day,  these  will  in 
truth  be  the  olden  days.  History  is  capricious.  None  dares 
predict  what  it  will  say  about  the  United  States  or  Alabama 
as  we  move  well  into  the  final  quarter  of  the  20th  Century. 

The  celebrated  marvels  of  our  age  will  be  antiquated  by 
then.  Ways  of  life  will  have  undergone  alterations  that 
cannot  be  accurately  foreseen  now,'  any  more  than  the 
physicians  of  MASA  who  gathered  118  sessions  ago  could 
have  predicted  our  life  today,  or  the  state  of  the  art  and 
science  of  medicine  in  1979. 

But  medicine  is  perhaps  unique  among  the  mature 
sciences  in  its  consciousness  of  change.  Medicine  is  a . 
continuum  unlike  any  other  science  because  it  is  the  closest 
to  the  ever  changing  needs  of  humanity. 

Medicine  has  never,  since  its  earliest  beginnings,  stood 
still.  Advance  and  innovation  are  indeed  the  life  force  that 
has  sustained  it  and  enriched  it  through  the  centuries.  It  is 
an  eternal  stream,  but  a Greek  poet  put  it  well  when  he 
observed  almost  1500  years  ago  that  "all  things  change, 
nothing  perishes." 

The  218th  annual  session  of  the  Medical  Association  of 
the  State  of  Alabama  is  due  in  the  year  2079.  If  these 
photographs  survive,  we  can  be  sure  of  only  one  thing:  the 
contributions  of  the  men  and  women  depicted  in  these 
pages  shall  never  perish. 


S.  Lon  Conner 
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Luther  L.  Hill,  M.D. 
President 


The  Dedicated  Physician 


I greatly  appreciate  your  electing  me  to  the  office  of  President. 

The  highest  honor  that  a physician  can  attain  is  to  have  the  respect  and  trust  of  his  fellow 
physicians,and  the  election  to  this  office  I interpret- as  a manifestation  of  this  confidence. 

I will  do  the  best  that  I can  to  justify  this  trust  during  the  coming  year. 

Our  constitution  lists  as  its  objective  "to  promote  and  preserve  the  highest  standards  of 
professional  education  and  moral  conduct  for  practitioners  of  medicine  for  the  purpose  of 
protecting  the  people  of  the  state  against  the  evils  of  ignorance  and  dishonesty." 

This  is  certainly  a noble  motive.  To  me  it  is  significant  that  protection  of  the  public  is  a 
prime  objective  of  our  organization.  We  are  a select  group  of  men  and  women  who  are  bound 
by  a common  interest  of  helping,  of  rendering  assistance.  This  is  why  we  chose  the  profession 
in  the  first  place  and  let  us  not  get  so  involved  in  the  daily  stresses  that  we  forget  it. 

The  greatest  reward  that  a physician  receives  is  the  love  and  appreciation  he  or  she  receives 
from  a patient.  Think  about  it.  If  you  are  smart  enough  to  earn  an  M.D.  degree  you  would  be  a 
success  in  any  business  you  wanted  to  be  a part  of.  But  would  you  get  the  same  gratification? 
Could  you  be  as  dedicated? 

I doubt  it,  but  there  is  a worry  that  the  many  stresses  to  which  a physician  is  now  subjected 
to  will  make  him  forget  the  simple  pleasures  of  a doctor-patient  relationship.  Don't  let  this 
happen  or  you  will  no  longer  be  a dedicated  physician,  but  a business-rrian. 


% 
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The  lady  on”  the  Journal  cover  doing 
finishing  touches  on  the  bust  of 
MASA's  new  President,  Luther  L.  Hill, 
M.D.,  knows  her  subject  well.  This 
picture  of  Dr.  and  Mrs.  Hill  was  taken 
on  their  46th  wedding  anniversary. 
Mrs.  Hill  is  an  accomplished  artist. 

Dr.  Hill  opened  his  surgical  practice 
in  Montgomery  in  1931.  Two  years 
later  he  married  the  former  Elizabeth 
(Betty)  Bowers  of  New  Orleans.  They 
met  there  while  he  was  a medical 
student  at  Tulane.  He  completed  his 
surgical  residency  at  Touro  Hospital, 
New  Orleans. 

It  was  pure  chance  that  they  met  at 
all— a series  of  chances,  in  fact,  the 
first  one  dating  from  the  infancy  of 
Luther  Hill. 

He  was  ill  for  a long  time  and  his 
mother  hoped  that  one  day  he  would 
be  a baby  doctor  and  thus  spare 
children  then  unborn  his  protracted 
illness.  Dr.  Hill: 

"My  mother,  God  bless  her,  always 
used  to  say  she  wanted  me  to  be  a 
baby  doctor.  That's  where  it  came 
from.  And  as  I grew  up,  she  kept 
saying  that.  So  I naturally  decided  the 
practice  of  medicine  wouldn't  be  a bad 
thing  to  do." 

He  was  also  influenced  by  the  exam- 
ple of  his  famous  uncle.  Dr.  L.L.  Hill, 
the  pioneer  heart  surgeon  who  made 
medical  history  in  Montgomery  oper- 
ating on  the  heart  of  a black  youth. 


President  and 


Dr.  Hill  was  diverted  by  surgery  at 
Tulane,  but  in  all  other  respects  he 
fulfilled  his  mother's  wishes,  earning  a 
reputation  as  one  of  Montgomery's 
premier  surgeons  and  highly  regarded 
in  the  state  and  the  nation. 

But  back  to  that  chance  encounter 
with  Elizabeth  Bowers  in  New  Orleans. 
A party  was  being  planned  in  a house 
next  to  one  where  Luther  Hill  roomed, 
dormitories  being  a futuristic  concept 
then.  They  needed  some  eligible  young 
men  to  balance  the  invitation  list.  He 
was  among  those  invited. 

Dr.  Hill  recalls  with  a chuckle  that 
what  attracted  him  most  to  his  future 
wife  at  their  first  meeting  was  an 
unusual  flushed  complexion.  Another 
chance  occurrence,  as  it  turned  out: 
she  was  coming  down  with  measles. 

Dr.  Hill  is  known  in  Montgomery 
not  alone  for  his  professional  skill  but 
also  for  his  courtly  manners.  He  is, 
without  apology,  a Southern  gentle- 
'man  of  the  old  order,  although  a small 
plot  of  ground  where  he  grows  vegeta- 
bles (and  at  one  time,  camellias  and 
azaleas)  has  to  make  do  for  a planta- 
tion. 

The  Hill  family  in  Montgomery  is 
distinguished  in  the  contributions  the 
various  branches  of  it  have  made  in 
medicine,  dentistry,  law  and  public 
service. 

Dr.  and  Mrs.  Hill  live  simply  in  a 
large  old  house  on  Felder  Avenue, 


bought  after  his  wartime  service  (as  an 
Air  Force  base  surgeon  and  hospital 
base  commander)  to  accommodate  a 
growing  family. 

Apart  from  gardening  and  reading  in 
hiS  well  stocked  library.  Dr.  Hill's 
diversion  is  occasional  pond  fishing 
and  a monthly  trip  to  Fort  Walton, 
where  he  has  a 25-footer,  the  Betty  B. 

Just  being  near  the  water  and  look- 
ing out  at  the  far  horizon  gives  Dr.  Hill 
a sense  of  release  and  escape: 

"You  get  the  feeling  you  could  go 
anywhere  in  the  world  if  you  wanted 
to.  Of  course  you  never  do." 

They  don't  own  a gulf  house,  pre- 
ferring to  rent  small  efficiency  apart- 
ments and  let  others  worry  about 
cleaning,  repairing  pumps,  winter 
maintenance  and  the  rest. 

Dr.  Hill  has  served  as  President  of 
the  Alabama  chapter  of  the  American 
College  of  Surgeons,  in  which  he  is  a 
Fellow,  and  the  Montgomery  County 
Medical  Society.  He  was  a 1963-73 
member  of  the  Board  of  Censors  and 
Vice  President  in  1975. 

Dr.  and  Mrs.  Hill  have  three  chil- 
dren: Mrs.  John  Scott,  Jr.,  Luther  Hill, 
Jr.,,  and  Mrs.  Carey  Pickard,  Jr.  There 
are  seven  grandchildren.  —W.H.McD. 
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Important  data  on  the  pain  of  acute  custitls: 

In  87%  of  patients 
studied  [303  of  349], 

8zo  Gantanof  reduced 
pain  andtir  burning 
within  24  hours' 


A controlled,  multicenter  study  assessed  the  efficacy  of  . 

Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually  £.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  "moderate  to 
severe,”  Azo  Gantanol  therapy  re- 
sulted in  improvement  within  24 
hours. 


hps 


Fast  pain  relief  plus  effective  antibacterial  action 

Rzd  Gantanof 

j Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

^ for  for 

I the  pain  the  pathogens 

j ’Data  on  file.  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Before  pretcribiiig,  please  consult  complete  prod-f 
uct  information',  a sundry  of  which  follows: 
Indications:  Irt  adults,  Wihary  tract  Infections 
complicated  by  pain  (primarily  piyeigr^hritis, 
pyelitis  and  cystitis!  due.  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Mrobactef,:  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  Of 
obstructive  uropathy  or  foreign  bodies.  Note:  Care- 
fully coordinate  rn  vitro  sulf^mide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  add 
aminobenzoic  acid  to  follow-up  culture  media.  The: 
increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sul-  * 
fonamides.  Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  because  Azo  Gantanol  con- 
tains phenazopyridine  hydrochloride  it  is  contrain- 
dicate in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  G.l. 
disturbances. 

Warnings:  Safety  during  pregnancy  not  established 
Deaths  from  hypersensitivity  reactions,  agranulocy-| 
tosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  and 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens- Johnson  syndrome,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myocarditis); 
G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  Insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goltrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied:  Tablets,  red,  film-coated,  each  contain- 
ing 0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


A reminder 

ZYIOPRIM’ 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 
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INDICATIONS  AND  USE:  This  is  not  an  innocuous 
dru^  and  strict  attention  shouid  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4 prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels 
CONTRAINDICATIDNS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens- Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  Iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis 

In  patients  receiving  Purinethoi'^  (mercapto- 
purine)  or  Imuran'  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
wiii  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnoi  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  anrS  Women  of  Childbearing  Age: 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIDNS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIDNS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic:  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim' 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  “Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent:  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  Information  available  from  pur  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 

U.S.  Patent  No.  3,624,205  (Use  Patent) 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan-compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows; 

Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  iniection,  isoxsuprine  HCI,  5 mg , per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg , three  or  four  times  daily 
Intramuscular  5 to  10  mg  ( 1 or  2 ml ) two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied;  Tablets,  10  mg , bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg,  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 

U S Pat  No  3,056,836 

VASODILAN 

(BOXSUFRINE  HCI) 

20-mg  tablets 


PHARMACEUTICAL  DIVISION 

@ 1978  MEAD  JOHNSON  ft  COMPANY  • EVANSVILLE,  INDIANA  47721  U S A.  MJL7-426B 


When  painful  spasm 
is  the  presenting 
symptom . . . 


..in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. , 

In  this  double-blind  stgdy,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  ... 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl.  ^ 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  lor  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 
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0-^420  (Y730A)  MNR-804 


Bentyf 

(dicyclomine  hydrochloride  USP) 

t 

Capsules.  Tablets.  Syrup.  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effktive: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DfSORBERS  ARE  OFTEN  RE- 
UEVEO  BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  In  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia:  palpitations; 
mydriasis:  cycloplegia;  increased  ocular  tension;  loss  of  taste: 
headache;  nervousness;  drowsiness;  weakness:  dizziness:  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis:  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage:  Bentyl  fO  mg  capsule  and  syrup.  Adults  f or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children: 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vt 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg  : Adults.  1 tablet  three  or  lour 
times  daily  Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation  Treatment  should-consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  tor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine*  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  f978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC,,  Swiftwater.  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  of  Richardson-Merrell  Inc,,  Cincinnati. 
Ohio  45215,  U.S.A. 


Merrell 

MERRELL-NATIONAL  LABORATORIES 
Otvi$«on  erf  R>c^•rd$or>-M«rrell  Inc 
Cincinnati.  Ohio  4S215.  USA 


Physician:  Concentrate  on  a practice 
that  conceptrates  on  medicine. 

You  (don't  have  to  be  a lawyer  to  be  a 
physician  in  the  Army.  Army  physicians 
concentrate  on  medicine,  not  business  admin- 
istration. Army  physicians  are  full-time  physi- 
cians, supported  by  commissioned  officer 
nurses  aided -by  skilled  medical  corspmen. 
Therefore,  Army  medicine  requires  America's 
best  physicians. 

As  an  Army  officer,  you  receive  substantial 
compensation,  extensive  annual  paid  vacation, 
a remarkable  retirement  plan,  and  the  free- 
dom to  practice  without  endless  insurance 
forms,  malpractice  premiums,  and  cash  flow 
worries.  Everything  is  calculated  to  make  it  as 
easy  as  possible  for  you  to  be  a good 
physician.  If  that  is  what  you  want  to  be,  join 
the  physicians  who  have  joined  the  Army. 

Army  Medicine: 

The  practice  that's  practically  all  medicine. 

Phone:(404)752-3812 
CPT  Larry  Pitts  or  CPT  Dennis  Leahy 

An  Equal  Opportunity  Employer 
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Required  Reporting 

by  Physicians 

By  John  T.  Mooresmith 
General  Counsel,  MASA 


Any  physician  or  osteopath  holding  a certificate  of 
qualification  to  practice  medicine  or  osteopathy  in 
the  state  of  Alabama  is  required  to  report  to  the 
Alabama  State  Board  of  Medical  Examiners  any 
information  which  the  physician  or  osteopath  has 
which  appears  to  show  that  any  other  licensed 
physician  or  osteopath  is  guilty  of  any  of  the  acts, 
offenses  or  conditions  set  forth  as  grounds  for 
disciplinary  conduct  in  the  medical  practice  act. 
This  is  mandated  by  Section  34-24-92  (b)  of  the 
Code  of  Alabama,  1975. 

This  statutory  mandate  operates  in  conjunction 
with  the  disabled  physician  provision  of  the  medi- 
cal practice  act  to  grant  immunity  to  physicians 
who  report  their  impaired  colleagues  to  the  Ala- 
bama State  Board  of  Medical  Examiners.  The 
authority  behind  this  immunity  is  founded  on  the 
absolute  immunity  grants  to  statements  made  in 
connection  with  a judicial  proceeding. i This  privi- 
lege extends  also  to  the  proceedings 'of  the  admin- 
istrative boards  so  far  as  they  have  powers  of 
discretion  in  applying  the  law  to  the  facts  which 
are  regarded  as  judicial  or  ''quasi-judicial”  in 
character.  2 

, The  acts,  offenses  or  conditions  which  must  be 
reported  are: 

(1)  Fraud  in  applying  for  or  procuring  a certifi- 
cate of  qualification  to  practice  medicine  or 
osteopathy  in  the  state  of  Alabama; 

(2)  Practicing  medicine  or  osteopathy  in  such  a 
manner  as  to  unwarrantly  endanger  the  health  and 
safety  of  the  patients  of  the  practitioner; 

(3)  Conviction  of  a felony; 

(4)  Conviction  of  any  crime  or  offense  which 
reflects  the  inability  of  a practitioner  to  practice 


medicine  with  due  regard  for  the  health  and  safety 
of  his  patients; 

(5)  Conviction  for  any  violation  of  a federal  or 
state  law  relating  to  controlled  substances; 

(6)  Receipt  of  fees  on  the  assurance  that  a 
manifestly  incurable  disease  can  be  effectively 
arrested  or  permanently  cured; 

(7)  Willful  disclosure  of  ahy  confidential 
patient-doctor  information  unless  excused  by  the 
patient  involved  or  required  by  the  laws  of 
Alabama; 

(8)  Any  violation  of  the  principles  of  medical 
ethics  as  set  forth  in  the  opinions  and  reports  of 
the  Judicial  Council  of  the  American  Medical 
Association; 

(9)  Gross  malpractice  or  repeated  malpractice  or 
gross  negligence  in  the  practice  of  medicine; 

(10)  Advertising  himself  or  his  practice,  whether 
through  newspaper  or  periodicals,  or  by  circulars, 
or  otherwise,  in  such  a manner  as  tends  to  deceive 
or  mislead  the  public  in  matters  pertaining  to 
health; 

(11)  Soliciting  patients  or  employing  any  person 
to  solicit  patients  for  him; 

(12)  Permitting  or  allowing  any  person  to  use  his 
license  or  certificate  to  practice  medicine; 

(13)  Aiding  or  abetting  the  practice  of  medicine 
by  any  person  not  licensed  by  the  Board; 

(14)  Using  his  name  under  the  designation 
"Doctor,”  "Dr.,”  "D.O."  or  ”M.D."orany  similar 
designation  with  reference  to  the  commercial 
exploitation  of  any  goods,  wares  or  merchandise; 

(15)  Making  a fraudulent  Medicare  or  Medicaid 
claim  or  a fraudulent  claim  to  any  third  party 
payor; 
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(16)  The  suspension  or  revocation  by  another 
state  of  a license  to  practice  medicine,  based  upon 
acts  of  the  licensee  similar  to  acts  described  in  this 
Section; 

(17)  Being  unable  to  practice  medicine  or 
osteopathy  with  reasonable  skill  and  safety  to 
patients  by  reason  of  illness,  inebriation,  excessive 
use  of  drugs,  narcotics,  alcohol,  chemicals  or  any 
other  substance,  or  as  a result  of  any  mental  or 
physical  condition. 

As  stated  earlier,  there  is  a statutory  mandate  on 
licensed  physicians  and  osteopaths  to  report  any 
information  they  have  which  appears  to  show  that 
any  other  licensed  physician  or  osteopath  is  guilty 
of  any  of  the  acts,  offenses  or  conditions  set  out 
above.  Any  physician  or  osteopath  making  such  a 
report  to  the  Alabama  State  Board  of  Medical 
Examiners  should  be  entitled  to  an  absolute 
immunity  for  making  the  report. 


References 

1.  Beggs  v.  McCrea,  70  N.Y.S.  864  (1901);  Buschbaum  v.  Heriot,  63 
S.E.  645  (1909);  Ginsburg  v.  Halpern,  118  A.2d  201  (1955) 

2.  Liniger  v.  Knight,  226  P.2d  (1951):  Rainier’s  Dairies  v.  Raitan 
Valley  Farms,  117  A.2d  889  (1955);  Robertson  v.  Industrial 
Insurance  Company,  75  So.2d  198,  45  A.L.R.  2d  1292  (1954) 


FOR  THE  FUN  OF  IT 


DON'T  MISS  THE  GOOD  THINGS  OF  LIFE! 

Take  the  time  NOW  to  get  away  from  the 
humdrum  of  everyday  life.  Enjoy  the  thrill 
of  going  to  new  places  and  enjoy  life  while 
your  health  is  good  and  before  it's  too  late. 

LET  US  DO  THE  WORK 

AND  YOU  HAVE  THE  FUN! 


"B'ham's  Most  Experienced  Travel  Agency" 

P.  0.  Box  2087,  Birmingham,  Ala.  35201 
1001  So.  22nd  Street  - Phone  323-8981 

FREE 

PARKING!  Near  Medical  Center— 2 Blocks  from  5 Points  S. 

"Charge  It  On  The  American  Express  Card." 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®'  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermiculaTis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  yxg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  hove  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SCOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastrqlgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful  ==  5 ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


IROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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Highly  effeOTiv^ 

le-dose  conv^ 
Non-stainihig 
EconomicalV 
■Ffesant  tasting 


(pyrantel  pamoate)  O 

equivalent  to  50  mg  pyr^tel/ml 
ORAL  SUSPENSION  \ 


k dru^  of  dx*e  in 
Dinwomii^fections 

\ / 4>I977  lone  ranger  T.V..  INC. 


ORAL  SUSPENSION  \ 

Please  see  brief  summary  of  prescribing  inforrl^ation  on 


May  & June,  1979  Meetings 

May  2-3  Connecticut  State  Medical  Society 
Hartford  Hilton  Hotel 
Hartford,  Connecticut 

May  2-5  Medical  & Chirurgical  Faculty  of  the 
State  of  Maryland 

Hunt  Valley  Inn 
Hunt  Valley,  Md. 

May  3-5  Oklahoma  State  Medical  Association 

Williams  Center 
Tulsa,  Oklahoma 

May  3-6  Texas  Medical  Association 

Dallas,  Texas 

May  3-6  Kansas  Medical  Society 

Holiday  Inn-Holidome 
Hutchinson,  Kansas 

May  3-6  North  Carolina  Medical  Society 

Pinehurst  Hotel 
Pinehurst,  North  Carolina 

May  4-6  Michigan  State  Medical  Society 

(House  of  Delegates) 

Kalamazoo  Center  Inn 
Kalamazoo,  Michigan 

May  6-10  Mississippi  State  Medical  Assoc. 

Biloxi  Hilton 
Biloxi,  Mississippi 

May  1 0-1 2 Wisconsin  State  Medical  Society 
Marc  Plaza 
Milwaukee,  Wisconsin 

May  1 6th  Rhode  Island  Medical  Society 

Biltmore  Plaza  Hotel 
Providence,  Rhode  Island 

May  17-18  Minnesota  Medical  Association 
St.  Paul,  Minnesota 

May  23-27  Florida  Medical  Association 
The  Diplomat  Hotel 
Hollywood,  Florida 

June  6-8  Alaska  State  Medical  Association 
Shee  Atika 
Sitka,  Alaska 


June  7-10  South  Dakota  State  Medical  Assoc. 

Howard  Johnson 
Rapid  City,  South  Dakota 


June  16- 
19 


June  18- 
20 


Maine  Medical  Association 

Samoset  Resorts 
Rockport,  Maine 

Iowa  Medical  Society 

Tan-Tar-A  Resort 
Osage  Beach,  Missouri 


June  27  Chicago  Medical  Society 

(Annual  Business  Meeting  & Inaugura-  j 
tion)  I 

Starlight  Inn 
Schiller  Park,  Illinois 


where  can  Alabama  physicians 
find  the  most  competitively  priced* 
professional  liability  insurance? 


At 


.KAitual 

A^rance 

Society  of  Alabama 

Post  Office  Box  3435-A  Birmingham,  Alabama  35205 
Telephone:  205/933-7280  1-800/272-6401 


*New  low  rates  effective  April  16,  1979 


A M LEDERLE  Tuberculin,  Old 

VTilE  TEST 

An  important  check 
In  every  checkup. 


A system,  not  just  a test  - supplied  with  patented  induration 
indicator  cards  in  English  or  Spanish  - simplifies  recording 
and  record  keeping. 

• Over  15  years  of  use  — millions  of  tests  performed  each  year. 

• Practical  and  easy  to  perform  — presterilized;  disposable: 
no  refrigeration  needed;  no  needles  or  syringes. 

• Fast  — only  seconds  to  perform  — can  be  read  in  48-72  hours. 


Precautions:  Tuberculin  testing  should  be  done  with 
caution  in  persons  with  active  tuberculosis.  However, 
activation  of  quiescent  lesiot«  is  rare. 

Although  clinical  allergy  to  acacia  is  very  rare,  this  prod- 
uct contains  some  acacia  as  a stabilizer  and  should  be 
used  with  caution  in  patients  with  known  allergy  to  this 
component.  Reactivity  to  the  test  may  be  suppressed  in 
patients  who  are  receiving  corticosteroids  or  im- 
munosuppressive agents,  or  those  who  have  recently 
been  vaccinated  with  live  virus  vaccine  such  as 
measles 

With  a positive  reaction,  further  diagnostic  procedures 
must  be  considered.  These  may  include  x-ray  of  the 
chest,  microbiologic  examinations  of  sputa  and  other 


specimens,  and  confirmation  of  the  positive  TINE  TEST 
using  the  Mantoux  method.  In  general,  the  TINE  TEST 
does  not  need  to  be  repeated.  Antituberculous 
chemotherapy  should  not  be  instituted  solely  on  the 
basis  of  a single  positive  TINE  TEST. 

Adverse  Reactions:  Vesiculation,  ulceration,  or  nec- 
rosis may  occur  at  the  test  site  in  highly  sensitive  per- 
sons. Pain,  pruritus  and  discomfort  at  the  test  site  may 
be  relieved  by  cold  packs  or  by  a topical  glucocorticoid 
ointment  or  cream.  Transient  bleeding  may  be  observed 
at  a puncture  site  and  is  of  no  significance. 

Reference:  Diagnostic  Standards  and  Classification  of 
Tuberculosis.  National  Tubercutosis  and  Respiratory 
Disease  Association,  N.Y  1969 


LEDERLE  LABORATORIES  DIVISION.  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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7%  Of  the  population 
may  be  harboring  latent 
or  dormant  tuberculosis’ 

Are  you  testing  for  it  during 
routine  office  physicals? 


Based  on  a national  estimate  of  15  million  tuberculin  reactors 
Stead.  W.W.  and  Bates,  J.,  in  Harrison  s Principles  of  Medicine, 
8th  Edition,  1977.  McGraw-Hill,  p.  900. 


Committee  of  Public  Health 

The  State  Committee  of  Public  Health  took  the  following 
actions  at  its  meeting  on  April  18,  1979: 

• Received  for  study  and  consideration  at  the  May 
meeting  the  Regulations  Governing  the  Manufacture,  Prepa- 
ration, Display  and  Service  of  Foods,  Confections  and 
Beverages  along  with  comments  from  public  hearings  which 
have  already  been  held. 

• Received  for  information  a reply  from  EPA  regarding 
radioactive  materials  in  concrete  block  advising  of  a study 
by  Task  Force  of  interested  agencies  at  all  levels  who  are 
currently  gathering  information  and  making  a study  regard- 
ing health  effects. 

• Received  a State  Health  Planning  and  Development 
Agency  Policy  Statementon  National  Guidelines  for  Health 
Planning  which  has  been  circulated  to  HSAs,  DHEW  and 
the  Statewide  Health  Coordinating  Council. 

• Received  the  State  Administrative  Program:  Applica- 
tion for  Full.  Designation  as  the  State  Health  Planning  and 
Development  Agency.  Concurred  in  this  proposal  and 
requested  support  from  the  Governor  for  designation  of  the 
State  Board  of  Health  as  the  official  State  Health  Planning 
and  Development  Agency  for  Alabama.  Received  testimony 
from  the  public  hearing  on  April  12  on  this  application. 

• Noted  that  the  Procedures  Manual  for  Revisions  of 
Section  1122,  dated  Sept.  18,  1973,  and  revised  Sept.  20, 
1978,  is  submitted  for  study  and  consideration  at  the  May 
16  meeting  of  the  State  Committee  of  Public  Health. 

• Approved  with  favorable  findings  and  recommendations 
the  application  of  Selma  Nephrology  Referral  Center, 
Selma,  for  a 10-station  renal  dialysis  facility  and  made 
adverse  findings  and  recommendations  for  the  Selma 
Dialysis  Center,  Selma,  for  a 6-station  dialysis  facility 
supporting  the  recommendations  of  the  Southwest  Ala- 
bama Health  Planning  Council. 

• Made  adverse  findings  and  recommendations  for  the 
University  Medical  Center,  Montgomery,  for  a 75-bed 
addition  in  support  of  the  recommendation  of  the  Health 
Systems  Agency's  recommendation  since  this  was  not  in 
conformity  with  the  current  Medical  Facilities  Plan. 

• Gave  favorable  findings  and  recommendations  to  Chil- 
dren's Hospital,  Birmingham,  for  a renovation  and  expan- 
sion of  the  existing  hospital  in  support  of  the  Birmingham 
Regional  Health  Systems  Agency. 

• Approved  recommendations  of  the  State  Emergency 

Medical  Services  Advisory  Board  for  application  for  8 EMS 
services  for  intravenous  fluids  and/or  drugs.  •* 

• Was  advised  of  the  appointment  of  Dr.  Margaret  Millsap 
to  replace  Dr.  Laurene  Gilmore  as  the  Alabama  State 
Nurses'  Association  representative,  to  the  Council  on  Pre- 
vention of  Disease  and  Medical  Care  for  a 5 year  term. 

• Approved  a 1 year  extension  beyond  the  compulsory 
retirement  age  for  Dr.  J.  B.  Stapleton,  Health  Officer  in 
Houston  County. 

• Received  a narrative  copy  of  the  Summary  Annual 
Report  of  the  Health  Officer  to  the  State  Board  of  Health. 


Tenuate*® 

(dMIiylprapion  hydrochloride  NF) 

Tenuate  Dospan'' 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  Indicated  in  the 
management  ol  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  ol  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
d6scrib6d  bsiow 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chefni- 
cal  and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  ana  related  drugs  may 
be  associaterJ  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  wlio  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy ^ Although  rat-  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are, 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  m Children  Tenuate  is 
not  recommended  tor  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
lor  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  ol  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  tominimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Tneretore.  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 

Tpnii^fp  m^u  “hp  nprPQCsru 

ADVERSE  Reactions:  cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  ol  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Centra/ Wervows 
System  Overstimulation,  nervousness,  restlessness,  dizziness.  jiF 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesig,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gasirointestinai 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomit ing.abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoieiic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  ol  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION;  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controllerf-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended tor  use  in  children  under  12  years  ol  age. 

OVERDOSAGE;  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  Is  inade- 
quate to  permit  recommendation  in  this  regard,  intravenous 
phentolamine  (Regitine’l  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  thiscomplicafes 
Tenuate  overdosage 
Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey.  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215.  USA 
Licensor  of  Merrell" 

References:  1 . Citations  available  on  request-  Medical  Research 
Department.  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES.  Cincinnati,  Ohio  45215  2.  Hoekenga.  M T . 

O Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs.  Florence.  Italy,  Jan.  20-21, 1977. 

Merrell 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


(diethylpropion  hydrocnloride  NF) 


75  mg.  controlled-release  tablets 


Merrell 


Tbnuate- 


For  prescribing 


opposite  page. 


A usenii  snon-ierm  aajunci  . ^ 

in  an  indicated  weight  loss  program.  | 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  we^|tf 
loss  program.  .. 

The  anorexic  effectiveness  of  diethylpropion  hydroclitetfK^s  (k  ‘ ' 
well  documented.  No  less  than  16  separate  double-blihd,pla^s5l5H>' 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  "...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.'^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Clinical  effectiveness. 


new 

600 mg  tablets 


buprofenUpohn 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U.S.A. 


© 1979  The  Up)ohn  Company 
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In  Edema*  or  Hypertension*  when 
potassium  balance  is  a concern... 

POtassium-Sparins 

DYAZIDL 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense 

In  Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  prescribing 
infomuition  in  SK&F  Co.  literature  or  PDR,  A 
brief  summary  foilows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
veiops  or  dietary  intake  of  potassium  is  mark, 
ediy  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K’*'  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K~*'  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 


Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  esptecially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  frequently:  both  can  cause  K+  retention  and 
elevated  serum  K'*’.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hyp>okalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  'Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions:  nausea  and  vomiting,  diarrhea,  constipa- 
tion. other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules:  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 


SK&F  CO.  SK&F  CO. 

a SmthKlme companu  Carolina,  P.R.  00630 


Annual 

Session 


On  the  following  pages  are  general  and  particular  views,  with  no  pretense  of  order,  of  the  1979 
annual  session  of  MASA  in  Birmingham. 

The  accounts  of  any  event  will  vary  according  to  the  observer.  Admitting  then,  that  a certain 
amount  of  arbitrary  selection  figured  in  what  the  subjective  photographer  saw  and  what  the  subjective 
editors  saw  in  laying  out  these  pages,  the  scenes  are  at  least  as  valid  as  those  of  another  observer,  who 
might  have  seen  the  1979  happening  from  an  entirely  different  point  of  view. 
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Tom  E.  Nesbitt,  M.D.,  President  of  the  American  Medical  Association,  looks  over  his 
audience  of  new  members  of  MASA  at  the  annual  session  in  Birmingham. 

An  eloquent  Tennessean,  Dr.  Nesbitt  spoke  on  medicine  in  the  1980s,  its  challenges 
and  its  dangers. 

The  fold-out  page  to  the  right  shows  him  before  his  Alabama  audience.  On  the 
reverse  side,  Luther  L.  Hill,  M.D.,  Montgomery,  1979-80  MASA  President,  addresses 
the  same  group  of  new  physicians. 

It  is  this  linking  of  local,  state  and  national  groups  of  physicians  that  enables 
American  medicine  to  be  heard  nationally,  the  collective  voice  of  many  thousands  of 
physicians  in  private  practice,  from  the  smallest  towns  to  the  halls  of  Congress. 


26 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


MAY  1979 


Leon  C.  Hamrick,  M.D.,  Chairman  of  the  Board  of 
Censors,  spoke  to  the  Orientation  audience  on  the  functions 
of  the  Board,  and  those  of  the  Board  of  Medical  Examiners 
and  the  State  Committee  of  Public  Health. 
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It  was  through  the  persistence  of  1978-79  MASA  President  Hiliary  H.  Henderson  Jr.,  M.D.,  that  Dr. 
Nesbitt  was  persuaded  to  attend  the^ Birmingham  annual  session.  For  months.  Dr,  Henderson  refused 
to  accept  the  AMA  President's  packed  schedule  as  an  acceptable  reason  not  to  come  to  his  sister  state 
of  Alabama.  Dr.  Henderson  is  shown  introducing  Dr.  Nesbitt. 
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A.  Derrill  Crowe,  M.D.,  President  of  Mutual  Assurance  Society  of  Alabama, 
told  new  member  physicians  about  the  professional  liability  insurance  company 
he  serves,  created  to  fill  the  vacuum  created  by  the  withdrawal  of  other 
underwriters  from  this  and  other  states. 

Widely  regarded  as  perhaps  the  most  successful  and  forward-looking  of  all  the 
physician  owned  companies  in  the  nation.  Mutual  Assurance  is  a permanent 
institution  making  positive  contributions  to  the  membership  in  risk  management, 
tort  reform  advocacy  and  other  programs. 
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A highly  regarded  feature  of  the 
1978  annual  session  in  Huntsville  was 
the  speech  by  E.  Vernon  Stabler, 
M.D.,’past  president  of  MASA. 

Widely  reprinted  and  often  quoted. 
Dr.  Stabler's  "Advice  to  Young  Physi- 
cians" became  almost  a must  to  be 
repeated  at  the  1979  annual  session  in 
Birmingham. 

By  special  request  of  President 
Lusher  Hill,  Dr.  Stabler  gave  his  talk 
again,  repeating  his  eloquent  in- 
sistence on  physician  standards  of 
probity  and  integrity  far  above  any 
other  calling  and  warning  the  young 
doctors  in  his  audience  of  the  im- 
placable odds  that  many  of  them 
would  fall  victim  of  drugs,  alcohol  and 
other  manifestations  of  impairment. 


The  title  of  U.S.  Senator  Donald  Stewart's  speech  was  "Role  of  the  Federal  Government  in  Health 
Care,"  but  as  the  television  cameras  rolled,  he  used  the  occasion  to  again  outline  his  plan, for  a new 
rural  health  program  in  Alabama.  He  was  courteously  received,  but  some  members  of  the  audience 
questioned  the  perceived  need  for  still  another  health  care  initiative. 
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The  Auxiliary  of  MASA  is  always  in  the  fore- 
front of  auxiliaries  across  the  nation,  this  year 
producing  the  President  of  the  AMA  Auxiliary, 
Mrs.  Benjamin  H.  Johnson,  Jr.,  Bessemer.  At  right 
is  the  new  state  President  for  1979-80,  Mrs.  Eugene 
H.  Bradley,  Centre.  Below  right  is  the  1978-79 
President,  Mrs.  Aubrey  E.  Terry,  Russellville.  Other 
activities  of  the  Auxiliary,  included  business 
sessions,  presenting  checks  to  the  medical  schools 
at  Birmingham,  Huntsville  and  Mobile  (Dean  James 
A.  Pittman,  Jr.,  UAB,  is  shown  receiving  his  from 
Mrs.  Donald  J.  O'Brien,  Auxiliary  chairman  of 
AMA-ERF),  auctioning  a rug,  work  and  fun. 
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Frederick  S.  Wolfe,  M.D.,  Montgomery  (left),  receives 
36  the  William  Henry  Sanders  Award.  may  1979 


The  Samuel  Buford  Word  Award  went 
to  Thomas  M.  Boulware,  M.D.,  Birming- 
ham (left),  presented  by  President 
Hiliary  H.  Henderson  Jr.,  M.D. 


The  William  Crawford  Gorgas  Award  went  to  the 
Rev.  Byron  White  (left).  Berry,  Ala. 


Condud 


ujfth  PronestqrTabkU 

Procainamide  Hydrochloride  Tablets 

The  only  procainamide  in 
veneer-coated,  easy-to-swallow  tablets 


250  mg  375  mg  500  mg 

• available  in  3 tablet  strengths  for  easier  dosage 
adjustment— up  or  down—  in  all  patients 

• produced  under  exacting  quality  control  standards 

by  Squibb—  numerous  critical  control  tests  from  starting 
material  to  finished  product 

• offered  only  under  the  Squibb  label— your  assurance 

of  reliable,  quality  therapy  for  life-threatening  arrhythmias. 

See  following  page  for  brief  summary 


PRONESTYL®  TABLETS 
Procainamide  Hydrochloride  Tablets 


The  prolonged  administration  of  procainamide  often 
leads  to  the  development  of  a positive  anti-nuclear 
antibody  (ANA)  test  with  or  without  symptoms  of  lupus 
erythematosus-like  syndrome.  If  a positive  ANA  titer 
develops,  the  benefit/risk  ratio  related  to  continued 
procainamide  therapy  should  be  assessed.  This  may 
necessitate  considerations  of  alternative  anti- 
arrhythmic  therapy 


DESCRIPTION:  Pronestyl  (Procainamide  Hydrochlor- 
ide) is  the  amide  analogue  of  procaine  hydrochloride 
and  is  available  for  oral  administration  as  veneer-coated 
tablets  providing  250  mg,  375  mg,  and  500  mg  procaina- 
mide hydrochloride. 

CONTRAINDICATIONS:  In  patients  with  myasthenia 
gravis  and  where  a hypersensitivity  to  procainamide 
exists,  bear  in  mind  cross  sensitivity  to  procaine  and 
related  drugs.  Should  not  be  given  to  patients  with 
complete  atrioventricular  heart  block.  Contraindicated 
in  cases  of  second  degree  and  third  degree  A-V  block 
unless  an  electrical  pacemaker  is  operative. 
PRECAUTIONS:  Evidence  of  untoward  myocardial 
responses  should  be  carefully  watched  for  in  all  patients. 
In  the  presence  of  myocardial  damage  with  atrial  fibril- 
lation or  flutter,  the  ventricular  rate  may  increase  sud- 
denly as  the  atrial  rate  is  slowed;  adequate  digitalization 
reduces  but  does  not  abolish  this  danger.  Ventricular 
tachysystole  is  particularly  hazardous  if  myocardial 
damage  exists. 

The  dislodgment  of  mural  thrombi  producing  an 
embolic  episode  may  occur  in  correcting  atrial  fibrilla- 
tion due  to  the  forceful  contractions  of  the  atrium. 

Extreme  caution  is  required  in  attempting  to  adjust 
the  heart  rate  when  ventricular  tachycardia  has  occurred 
during  an  occlusive  coronary  episode  or  where  the  use 
of  procainamide  may  result  in  additional  depression 
of  conduction  and  ventricular  asystole  or  fibrillation 
as  in  second  degree  and  third  degree  A-V  block,  bundle 
branch  block,  or  severe  digitalis  intoxication 

Bear  in  mind  when  treating  ventricular  arrhythmias 
in  patients  with  severe  organic  heart  disease  and  ven- 
tricular tachycardia  that  complete  heart  block,  which 
may  be  difficult  to  diagnose,  may  be  present  Since 
asystole  may  result  if  the  ventricular  rate  is  significantly 
slowed  without  attainment  of  regular  atrioventricular 
conduction,  procainamide  should  be  stopped  and  the 
patient  re-evaluated. 

In  the  presence  of  both  liver  and  kidney  damage, 
normal  dosage  may  produce  symptoms  of  over- 
dosage—principally  ventricular  tachycardia  and  severe 
hypotension 

A syndrome  resembling  lupus  erythematosus  has 
been  reported  with  oral  maintenance  procainamide 
therapy.  Common  symptoms  are  polyarthralgia,  arthritis 
and  pleuritic  pain  Fever,  myalgia,  skin  lesions,  pleural 
effusion  and  pericarditis  may  also  occur  Rare  cases 
of  thrombocytopenia  or  Coombs-positive  hemolytic 
anemia,  possibly  related  to  this  syndrome,  have  been 


reported.  Measure  anti-nuclear  antibodytiters  at  regular 
intervals  in  patients  on  procainamide  for  extended 
periods  of  time  or  in  whom  symptoms  suggestive  of 
lupus-like  reaction  appear;  in  event  of  rising  titer  (anti- 
nuclear antibody)  or  clinical  symptoms  of  LE,  assess 
the  benefit/risk  ratio  related  to  continued  procainamide 
therapy  (see  boxed  Warning).  Steroid  therapy  may  be 
effective  if  discontinuation  of  procainamide  does  not 
cause  remission  of  symptoms.  If  the  syndrome  develops 
in  a patient  with  recurrent  life-threatening  arrhythmias 
not  otherwise  controllable,  steroid-suppressive  therapy 
may  be  used  concomitantly  with  procainamide. 
ADVERSE  REACTIONS:  Hypotension  is  rare  with  oral 
administration.  Serious  disturbances  of  cardiac  rhythm 
such  as  ventricular  asystole  or  fibrillation  are  more 
common  with  I.V.  administration. 

Large  oral  doses  may  sometimes  produce  anorexia, 
nausea,  urticaria,  and/or  pruritus. 

A syndrome  resembling  lupus  erythematosus  has 
been  reported  in  patients  on  oral  maintenance  therapy 
(see  Precautions).  Reactions  consisting  of  fever  and 
chills  have  been  reported,  including  a case  with  nausea, 
vomiting,  abdominal  pain,  acute  hepatomegaly,  and  a 
rise  in  serum  glutamic  oxaloacetic  transaminase  follow- 
ing single  doses  of  the  drug.  Agranulocytosis  has  been 
occasionally  reported  following  repeated  use  of  the 
drug,  and  deaths  have  occurred.  Therefore,  routine 
blood  counts  are  advisable  during  maintenance  procain- 
amide therapy;  and  the  patient  should  be  instructed 
to  report  any  soreness  of  the  mouth,  throat  or  gums, 
unexplained  fever  or  any  symptoms  of  upper  respiratory 
tract  infection.  If  any  of  these  symptoms  should  occur 
and  leukocyte  counts  indicate  cellular  depression, 
procainamide  therapy  should  be  discontinued  and 
appropriate  treatment  should  be  instituted  immediately. 
Bitter  taste,  diarrhea,  weakness,  mental  depression, 
giddiness,  psychosis  with  hallucinations,  and  hypersen- 
sitivity reactions  such  as  angioneurotic  edema  and 
maculopapular  rash  have  been  reported. 

For  full  prescribing  information,  consult  package 
insert. 

HOW  SUPPLIED:  Pronestyl  Tablets  (Procainamide 
Hydrochloride  Tablets)  providing  250  mg,  375  mg,  and 
500  mg  procainamide  hydrochloride  are  available  in 
bottles  of  too  and  Unimatic*  single-dose  packaging  in 
cartons  of  100.  The  250  mg  and  500  mg  tablets  are  also 
available  in  bottles  of  1000 


SQUIBB 


The  Priceless  Ingredient  of 
every  product  is  the  honor  and 
integrity  of  its  maker.’™ 


© 1979  E R Squibb  & Sons.  Inc 
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Past  President  John  B.  McFerrin  Rice,  Jr.,  M.D.  (left) 
receives  the  Distinguished  Service  Award  from  Board  of 
Censors  Chairman  Leon  C.  Hamrick,  M.D.,  for  service  on 
the  Board. 


1979-80  President  Luther  L.  Hill,  M.D., 
receives  his  50-year  award. 
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The  press  conference  is  a fact 
of  life  for  medical  association 
officials  at  the  local,  state  and 
national  levels— and  few,  if  any, 
holds  are  barred.  The  TV  camera 
looms  as  an  all-seeing  eye,  micro- 
phones pick  up  every  response, 
and  getting  ''mugged''  by  news- 
paper photographers  is  standard 
procedure.  An  ordinary  hotel 
room  at  the  Birmingham  Hyatt 
House  served  as  the  press  room 
at  the  1979  annual  session, 
where  these  pictures  were  taken. 
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ALCOHOLISM.  DEPRESSION.  STRESS.  DRUG  ABUSE. 

IS  THERE  A WAY  OUT? 

ASK  TWO  ALABAMA  HOSPITALS. 

Two  private  psychiatric  hospitals  in  Alabama  offer  individualized,  intensive  treatment  for 
emotional  disorders. 

Owned  and  operated  by  Charter  Medical  Corporation,  each  facility  meets  the  unique  needs 
of  the  emotionally  ill  patient  through  treatment  prograrns  for  adolescent  disorders,  addictive 
diseases,  and  adult  disorders. 

Under  the  direction  of  staff  psychiatrists,  a full  range  of  diagnostic,  therapeutic  and  laboratory 
treatments  are  offered,  with  a support  staff  of  nursing,  social  service,  psychology,  special 
education,  occupational  and  recreational  therapy. 

In  addition,  a third  hospital  — in  Dothan,  Alabama  — is  now  under  construction  and  will  open 


THERE  ARE  ANSWERS. 
CALL  US.  WE  CARE. 


Adult  Program  • Adolescent  Program 
Addictive  Disease  Program 
2205  Beltline  Rd.,  S.W,  • P.O,  Box  1230 
Decatur,  Alabama  35602 
205  / 350- 1450 

A facility  of  Charter  Medical  Corporation 


SOUTHLAND 

HOSPITAL 


Adult  Program  • Adolescent  Program 
Addictive  Disease  Program 
251  Cox  Street  • Mobile,  Alabama  36604 
205  / 432-8811 

A facility  of  Charter  Medical  Corporation 


V-Cillin  K* 

penicillin  V potassium 

is  the  most 
widely  prescribed 


v-caiin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  nosvsi 

^Equivalent  to  penicillin  V. 


Additional  information  available  to  the 
profession  on  request. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Saluroir*  Salutensin  • Salutensin- 

bydrof lumSthiOZidB  50  my  ) (hydroflumethiazide  50mg./reserpine0.125mg.)  (hydroflumethiazide  25mg./reserpine  0.125  mg.) 

IhelamSvol  . 
antihypertensives 
completing  the 
therapeutic  pyramid 


Cost 

^ccording  to  a recent  study/  Salutensin®  (hydroflumethiazide 
>0  mg./reserpine  0.125  mg.)  was  the  most  economical 
'step  two"  therapy... about  the  cost  of  a day's  supply  of 
'hiazide  + mefhyidopa  or  thiazide  + propranolol. 


Dosage  titration 

iaiutensin  contains  the  recommended  effective  doses 
)f  both  its  components,  requiring  minimal  titration. 


Duration  of  action 

iaiutensin  contains  Saluron  (hydroflumethiazide) 
in  intermediate-acting  thiazide  diuretic,  which 
vorks  over  an  18-24  hour  period,  ideal  for 
>nce-daily  therapy. 


dosage  titration 


i 


Compliance 


he  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
nedications,  the  chance  of  a missed  dose 
s greatly  reduced. 


^okime/vasoconstriction 

\t  the  foundation  of  "step  two”  hypertension 
herapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
ichieved  with  the  combination  tablet 
iaiutensin  one  day  at  a time. 


teferences:  1.  Finnerty,  F.A.  et  al.:  Step  2 Regimens 
n Hypertension,  J.A.M.A.  241 :579,  1979. 

:.  Red  Book  1979. 


BRISTOL 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


For  a summary  of  prescribing  information, 
please  see  following  page. 


lopyright  © 1979  by  Bristol  Laboratories 


Saluroir 

(hydroflumethiazide  50  mg.) 

Salutensin* 

(hydroflumethiazide  SOmg./reserpine  0.125 mg.) 

Salutensin-Demi  A 

(hydroflumethiazide  25mg./reserpine  0.125mg.)  //  \ 

Structured  for  the  /t\ 

long  run  in"step  two” 
hypertension 

Saluron®(  hydroflumethiazide)  5/20/75 

For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiation  occurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  passibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  v,/hich 
have  accurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 

PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  except  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  os  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea, 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis, 

B.  Central  nervous  system  reactions;  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  reactions:  Leukopenia,  agranulcxrytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions:  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis), 

E.  Cardiovascular  reaction;  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  ar  narcotics. 

F.  Other;  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response, This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.);  Bottles  of  100. 

Salutensin®*  Salutensin-Demi™  (12)10/27/78 

(hydroflumethiazide,  reserpine  antihypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  worrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceratian, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabalism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeraid  therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  lass  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discontinuation  of  therapy.  Serum  ammonia  elevatian  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine : Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b.i.d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.125 
mg.):  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mg.,  reserpine  0.125  mg.): 

Bottles  of  100. 
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The'Make 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generalh' 
excellent  drug  supplv; 
Still,  it  has  now  here  near 
the  resources  to  guaran- 
tee the  quality  and 
- bioavailabilih^  of  all 
marketed  products  at 
any  given  time.  Just  a few’ 
months  ago,  for  example, 

' it  noted  that  batches  of 
tetracycline  HCl  capsules 
w hich  met  official  mono- 
graph'requirements  were 


the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


not  bioequivalent  to  a 
reference  product.  As  you 
know',  there  is  substantia 
I literature  on  this  subject 
: affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy’cline  and  eiy^- 
thromycin.  The  record  or 
] drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies  ^ 
have  far  better  records  " 
' than  those  that  do  no  re- 
search and  may  practice 
minimum  qualiti’  assur- 
ance. 


MYTH:  Industry  favors  ■ 

only  “expensive’^  brand  j 

names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of  i 
the  drug  supply,  includ-  ' 
ing,  therefore,  most  of  thi 
generics.  Drug  nomen-  ■ 
clature  is  not  the  impor-  J 
tant  point;  it’s  the  compeft 
tence  of  the  manufac- 
turer and  the  integrity  of  * 
the  product  that  count. 


'Mattel's, 


4YTH:  Generic  options  al- 
nost  always  exist. 

-ACT:  About  55  percent 
if  prescription  drug  ex- 
lenditure  is  for  single- 
jource  drugs.  This 
neans,  of  course,  that  for 
jnlv'  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  thus  - 
saving  consumers  large 
sums  of  money. 

FACT^  Market  data  show' 

I that  you  invariably 
j prescribe — and  pharma- 
! cists  dispense — both 
brand  and  generically 
labeled  products  from 
know'n  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntaiy' 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT;  Drugs  represent  a 
veiy'  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
ph\’sician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgerv',  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax:  money. 

FACT;  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  w holesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w^orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogativ  es  and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker" does 
matter 

After  the  m\lhs  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
alu^av'S , your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


DWk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Speciaiist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Adams 
Beltone  Hearing  Aid  Service 
315A  South  Sage  Avenue 
Mobile,  Alabama  36606 
205-479-9409 


K.  Louis  Azar 

Beltone  Hearing  Aid  Service 
302  Clinton  Avenue,  East 
’ Huntsville,  Alabama  35801 
205-533-3434 


M.  Guillot,  Jr.  & 1 Perkins 
Beltone  Hearing  Aid  Service 
1201  E.  South  Blvd. 
Montgomery,  Alabama  36116 
205-281-5070 


Ronald  D.  Lenox 

Beltone  Hearing  Aid  Center 

1810  Montgomery  Hwy.  Suite  17 

Dothan,  Alabama  36303 

205-794-3432  205-794-2233 

« 


John  T.  McGaha 
Beltone  Hearing  Aid  Service 
2425  N.  Broad  Street 
Selma,  Alabama  36701 
205-875-7911 


Chester  H.  Partin 
Beltone  Hearing  Aid  Service 
504  Woodward  Avenue 
.Muscle  Shoals,  Alabama  35601 
205-381-4110 

Beltone  Hearing  Aid  Service 
1311  6th  Avenue,  S.E. 

Decatur,  Alabama  35601 
205-350-2474 


A.  L Pattillo,  Jr. 

Beltone  Hearing  Aid  Center 
825  22nd  Street,  So. 
Birmingham,  Alabama  35205 
205-323-4271 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


Revolutionary 

New 
Credit 
Program 

Available 
Only  To 
Doctors 


Unique,  because  it  provides 
Doctors  A Revolving  Lifetime  Line  of 
Credit  up  to  $50,000. 


For  Faster 
Service 
Call  Toll  Free 

1-800-241-9272 

In  Georgia 
(404)  256-0870 


Carlos  M.  D' Avila 
Executive  Director 
S.RAA 
Suite  160 

Cosmopolitan  North 
5145  Barfield  Road 
^tlanta,  Ga.  30328 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO.  1 1101  ATLANTA,  GA. 

POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 


P.O.  BOX  720095 
ATLANTA,  GEORGIA  30328 


ATTN:  C.  M.-D'AVILA 


Medicredif 


A 

Unique 

Credit 

Program 

For 

Doctors 


Special  Features  of  Medic  red  it: 

• Issued  on  your  signature  only 

• No  collateral  other  than  Life  Insurance. 

• Repayment  up  to  six  (6)  years. 

• As  you  pay  it  back  it  becomes  available  again 
for  your  use. 

• No  Pre-Payment  Penalties 

• Personal  and  confidential  — at  your 
convenience  an  SPAA  Representative  will 
make  an  appointment  with  you. 


Yes!  I'm  interested  in  getting  more  information 
about  the  unqiue  credit  program  for  Doctors. . . 
Medicredit. 


Name 

Address  

City,  State,  Zip 

Telephone  

(Postage  Free  Reply  Card  — Tear  out  and  mail  Today) 


^Southern 


sicians 


Phy: 

^^dvisory 

^Association 


A Non-Profit  Membership 
Organization  serving  the 
financial  needs  of  the 
Medical  Profession. 


Dean's  Report 


A Rural  Health  Care  Network 

William  R Willard,  M.D.  Dean* 


On  July  27,  1978  the  Henry  County 
Medical  Society  met  in  Abbeville  to 
discuss  topics  of  mutual  concern 
among  its  members  and  to  engage  in  a 
continuing  education  activity.  As  such 
this  meeting  was  not  a unique  event 
for  the  three-member  Society  is  active 
and  meets  on  a regular  basis. 

What  was  unique  about  this  meeting 
was  the  composition  of  the  partici- 
pants: several  faculty  and  family  prac- 
tice residents  from  the  College  of 
Community  Health  Sciences  at  The 
University  of  Alabama,  the  three  mem- 
bers of  the  Medical  Society,  and  20 
nursing  and  allied  health  personnel 
from  Henry  County.  Each  had  come 
to  the  Society  meeting  to  participate 
in  a continuing  medical  education  pro- 
gram entitled  "Birth  Control  Update" 
conducted  by  Dr.  William  Freeman, 
Assistant  Professor  of  Obstetrics  and 
Gynecology  at  the  College  of  Com- 
munity Health  Sciences. 

"Birth  Control  Update"  was  the 
first  among  many  medical  education 
topics  presented  to  physicians 
throughout  Alabama  in  a series  of 
special  programs  offered  by  the 
College  of  Community  Health 
Sciences.  The  Programs  are  unique 
because  both  the  location  of  the 
meetings  and  the  topics  discussed  are 
selected  by  the  physicians  who  attend. 
Funded  by  a grant  from  the  Reid- 
Provident  Laboratories  ' of  Atlanta, 


* College  of  Community 
Health  Sciences 
The  University  of  Alabama 
P.  O.  Box  6291 
University,  Alabama  35486 


Georgia,  the  programs  have  served 
county  medical  societies,  hospital 
medical  staff,  government  agencies 
serving  Alabama  populations,  and  a 
variety  of  allied  health  care  profes- 
sionals. While  this  outreach  program 
meets  only  a small  portion  of  the  total 
CME  need  in  Alabama  it  demonstrates 
the  College's  concern  for  the  needs 
and  interests  of  Alabama  physicians, 
especially  those  in  rural  areas. 

The  23  programs  conducted  to  date 
have  been  directed  specifically  at 
individuals  or  groups  requesting  them 
from  rural  areas,  from  Limestone 
County  in  the  north,  to  Escambia 
County  in  the  south,  to  Chambers 
County  in  the  east,  and  Marion 
County  in  the  west.  For  example,  the 
content  of  the  Abbeville  program  and 
its  application  to  medical,  nursing,  and 
allied  health  personnel  was  requested 
by  Dr.  William  Creel,  President  of  the 
Henry  County  Society.  The  programs 
are  free  to  requesting  groups  or 
individuals  and  have  served  to  comple- 
ment the  ongoing  activities  of  societies 
or  groups,  or,  in  some  cases,  have 
served  as  lead-off  activities  in  the 
reactivation  of  societies  or  groups. 

Difficult  Selection 

The  selection  of  a program  in  con- 
tinuing medical  education  is  difficult 
for  most  physicians  to  make  for  them- 
selves.  Out-of-town  meetings, 
unknown  organizations,  and  unknown 
type  or  amount  of  CME  credit  are 
variables  that  must  constantly  be  con- 
sidered and  weighed  against  potential 
benefits. 

Physicians  in  rural  areas  experience 
these  problems,  but  they  have  special 


problems  too  which  require  special 
solutions.  Often  physicians  who  most 
need  or  want  continuing  education 
cannot  attend  or  do  not  attend 
because  of  one  or  more  reasons: 

1.  The  lack  of  communication 
between  the  University  medical  center 
and  rural  physicians  within  its  sphere 
of  influence;  2.  the  difficulty  of 
attending  meetings  for  physicians  who 
are  in  practice  alone  or  in  communities 
with  few  other  physicians;  3.  the  ^ 
distance  physicians  must  travel  to 
attend  courses;  4.  the  frequent  failure 
of  CME  courses  to  meet  their  needs; 
and  5.  the  varying  motivation  of  phy- 
sicians to  seek  continuing  education. 
The  College's  outreach  program  pro- 
viding CME  "house  calls"  for  rural 
physicians  represents  a tangible,  suc- 
cessful answer  to  many  of  these  diffi- 
culties. 

Just  as  physicians  providing  services 
in  rural  areas  confront  special  prob- 
lems that  require  special  solutions,  so 
too  do  rural  populations  confront 
special  problems  of  their  own  which 
require  special  solutions.  Because  fully 
66%  of  the  membership  of  MASA  is 
located  in  the  largest  urban  areas  of 
the  state  it  may  be  worthwhile  to 
summarize  some  of  the  characteristics 
and  special  problems  endemic  to  rural 
Alabama. 

Much  of  this  information  may  not 
be  new;  indeed,  many  of  the  character- 
istics may  be  quite  familiar  to  most 

Alabamians.  It  is  the  persistence  of 
these  characteristics,  however,  that 
requires  special  attention. 

In  Alabama  only  36%  of  the  popula- 
tion lives  in  the  six  urban  areas  which 
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have  populations  over  60,000.  Fur- 
thermore, while  31  of  Alabama's  67 
counties  have  populations  of  less  than 
25,000,  the  rural  counties  have  a land 
mass  greater  than  Massachussetts,  New 
Hampshire,  Rhode  Island,  Delaware, 
Connecticut  and  New  Jersey  com- 
bined. This  means  that  many  famihes 
are  separated  by  miles  from  those 
services  that  might  otherwise  be  avail- 
able, a geographical  barrier  as  well. 

Added  to  these  is  a practical  barrier; 
only  eight  counties  have  a good 
physician-population  ratio.  In  the 
remaining  counties  the  ratio  averages 
2,963  persons  per  physician,  less  than 
one-third  as  many  physicians  per  thou- 
sand population  as  the  nation  as  a 
whole  enjoys.  Alabama  has  propor- 
tionately more  counties  designated  as 
presently  short  of  physicians  and 
health  care  professionals  than  any 
other  state. 

The  lack  of  medical  manpower  and 
other  health  resources  is  reflected  in 
part  by  other  vital  statistics  describing 
the  state.  Alabama  has  one  of  the 
highest  infant  mortality  rates  in  the 
nation;  a high  rate  of  developmental 
disabilities;  tuberculosis  (a  largely  pre- 
ventable disease  today)  is  relatively 
prevalent;  and  the  cardiovascular 
disease  mortality  is  comparatively 
high. 

These  and  other  problems  affecting 
the  health  of  rural  Alabamians  cannot 
be  confronted  as  single  problems,  how- 
ever. It  is  essential  that  recognition  be 
given  to  the  interrelationships  among 
medical  problems,  health  care  delivery 
systems,  and  consumer  awareness,  to 
name  just  a few  variables.  For  ex- 
ample, it  is  difficult  to  lower  the 
infant  mortality  rate  without  dealing 
with  maternal  health  and  the  interrela- 
tionships of  nutrition,  teenage  preg- 
nancy, alcohol  and  drug  abuse,  and 
general  health  education  and  applied 
concepts  of  self-care,  among  others.  It 
is  difficult  to  lower  the  tuberculosis 
rate  or  the  death  rate  from  heart 
disease  without  periodic  examinations' 
and  early  diagnosis.  It  is  difficult  to 
lower  the  incidence  of  heart  disease 
without  health  health  education  and 
community  activities  that  encourage 
the  adoption  of  new  and  healthier 
lifestyles. 

These  special  characteristics  and 
problems  of  rural  Alabama  dictate  that 
a comprehensive,  interrelated  network 
of  health  care  services  be  developed 


and  implemented.  With  the  aid  of  such 
a network  special  problems  could  be 
analyzed  on  a community  by  com- 
munity basis  and  recommendations 
made  and  implemented  within  the 
context  of  the  individual  community, 
the  point  at  which  all  change  and 
improvement  must  originate. 

The  College  of  Community  Health 
Sciences,  as  part  of  The  University  of 
Alabama  System  Medical  Education 
Program,  is  contributing  to  the  devel- 
opment of  such  a network  for  rural 
Alabama.  The  continuing  education 
program  mentioned  previously  is  part 
of  that  network.  Other  elements 
include  the  following:  I.  the  education 
and  training  of  health  manpower, 
especially  physicians  for  primary  or 
family  health  care  who  are  motivated 
to  serve  in  the  areas  of  need;  2. 
research  programs  directed  at  the 
study  of  health  problems  which  will 
develop  strategies  for  the  solutions  of 
problems  and  then  demonstration  pro- 
grams to  test  the  validity  of  the 
proposed  solutions;  3.  specialized 
services  developed  for  the  rural  areas 
of  the  state,  providing  essential 
services  which  cannot  otherwise  be 
obtained;  4.  a coordinated  approach  to 
health  resources  and  services  in  the 
state;  5.  a recruitment/placement 
service  for  physicians  and  other  health’ 
personnel  to  help  communities  in 
recruiting  needed  care  professionals; 
and  6.  a continuing  education  program 
for  all  types  of  health  care  personnel. 
Some  programs  relating  to  these  ele- 
ments are  already  in  place  and  func- 
tioning. Others  are  developing.  Still 
others  are  in  the  planning  process.  A 
brief  description  of  each  of  the  major 
elements  might  serve  to  indicate  the 
nature  of  the  comprehensive  network 
which,  when  fully  operational,  will  be 
focusing  its  efforts  directly  on  rural 
Alabama. 

Manpower 

Despite  the  fact  that  70%  of  Ala- 
bama's population  is  considered  rural, 
relatively  few  students  from  rural  areas 
have  had  the  opportunity  to  matricu- 
late in  medical  schools.  Further, 
despite  the  fact  that  research  has 
shown  that  students  from  rural  areas 
tend  to  practice  in  rural  areas  after 
graduation,  these  students  have  con- 
sistently scored  poorly  on  pre- 
admissions tests.  To  address  this  prob- 
lem the  College  and  The  University  of 


Alabama  are  initiating  a program  that 
will  include  three  separate  but  inter- 
related components;  an  enrichment 
experience,  a remedial  experience  and 
an  experiential  learning  experience, 
each  focusing  on  the  10th,  11th  and 
12th  grades  of  high  school.  The  pro- 
gram will  use  independent  study 
packages  and  the  resources  of  the 
University  to  provide  students  both 
at-home  as  well  as  on-campus  learning 
opportunities.  The  program  is 
intended  to  assist  talented  and  moti- 
vated students  to  develop  the  back- 
ground necessary  to  successfully  enroll 
in  a premedical  or  undergraduate 
health  professions  program. 

The  College's  undergraduate  medi- 
cal education  program  provides  the 
third  and  fourth  year  of  clinical 
experiences  for  some  of  the  University 
of  Alabama  School  of  Medicine  stu- 
dents. The  College's  undergraduate 
medical  school  program  parallels  that 
of  the  School  of  Medicine,  but  also 
includes  an  additional  focus  on  pri- 
mary care  and  community  medicine. 
By  providing  high  quality, 
community -based  medical  education 
experiences  and  , by  providing  off- 
campus  experiences  in  rural  com- 
munities, the  program  hopes  to  attract 
medical  students  to  practice  in  rural 
and  underserved  areas. 

The  College's  most  immediate  con- 
tribution to  the  manpower  needs  of 
Alabama  comes  from  its  Family  Medi- 
cine residency  program.  To  d«rte  over 
75%  of  the  residents  completing  the 
program  have  established  practices  in 
Alabama.  The  number  ' of  post- 
graduate or  residency  positions  in 
Family  Medicine  and  other  primary 
care  disciplines  must  be  increased 
throughout  the  state,  however,  if  the 
pool  of  physicians  prepared  to  practice 
in  rural  Alabama  is  to  be  increased  to 
meet  both  current  and  projected 
needs. 

The  college  also  co-sponsors  with 
the  Colleges  of  Commerce  and 
Business  Administration  and  Arts  and 
Sciences  an  undergraduate  program  in 
health  care  management,  providing 
special  opportunities  for  students  in 
the  program  who  are  interested  in 
participating  in  the  management  of 
clinics  or  other  health  facilities  or 
agencies  in  rural  areas.  Additionally 
the  College  provides  community- 
oriented  clinical/experiential  learning 
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)pportunities  for  students  from  a 
variety  of  allied  health  professions. 

These  professional  educational 
ictivities,  when  combined  with  those 
)f  the  state's  other  health  professions 
chools,  represents  steps  in  the  right 
Jirection.  Much  more  needs  to  be 
lone  in  this  area,  however,  if  sufficient 
nanpower  is  to  be  available  for  the 
lomprehensive  health  care  delivery 
ystem  needed  by  rural  Alabama. 

lesearch  in  Health  Care  Delivery 

If  the  health  needs  of  rural  Alabama 
ire  to  be  met  there  are  innumerable 
iroblems  associated  with  them  that 
leed  to  be  studied  and  solved.  Clear, 
insistent  and  valid  health  policies 
nust  provide  the  framework  for 
ipproaching  these  problems.  This  is 
equired  not  only  at  the  federal  level 
lut  also  by  Alabama's  state  and  local 
lovernments  and  private  institutions 
nvolved  in  health  care  and  health  care 
lelivery.  Such  a framework  can  provide 
he  basis  for  studying  the  health  needs 
if  rural  Alabama.  For  example,  how 
an  group  practices  be  organized  and 
notivated  to  provide  outreach  services 
o nearby  underserved  areas?  What 
auses  some  rural  practices  to  fail? 
Vhat  steps  can  be  taken  to  prevent 
his?  What  must  communities  do  to 
ttract  and  hold  physicians?  What 
Iternative  methods  of  delivering 
lealth  care  to  areas  of  need  can  be 
level  oped? 

Answers  to  these  and  similar  ques- 
ions  and  solutions  to  the  problems 
hey  represent  require  the  knowledge 
nd  expertise  of  many  disciplines 
vorking  together.  The  College  of 
Community  Health  Sciences'  program 
if  research,  focusing  on  these  many 
iroblems,  is  being  organized  as  an 
nterdisciplinary  unit  within  The 
Jniversity  of  Alabama. 

To  be  effective,  the  program  could 
le  a major  resource  for  the  legislature, 
3cal  governments  and  communities,  as 
veil  as  the  West  Alabama  Health 
>ystems  Agency  and  the  other  health 
gencies  of  our  state.  This  research 
irogram  is  intended  to:  (a)  develop 
trategies  aimed  at  improving  the 
lelivery  of  health  care  to  rural  and 
inderserved  areas  of  the  state;  (b) 
eview  health  manpower  needs  and 
listribution;  (c)  engage  in  necessary 
tudies  to  analyze  health  problems  and 
esources,  and  establish  priorities  using 
he  total  resources  of  the  University; 


and  (d)  provide  a focus  for  health 
policy  development  and  program 
development. 

Specialized  Services 

There  is  a number  of  health  prob- 
lems common  to  many  Alabama 
citizens  but  exacerbated  for  those 
living  in  rural  areas.  For  example, 
many  new  drugs  as  well  as  old  ones  are 
potentially  hazardous  if  improperly 
used  or  taken  by  accident.  There  are 
also  many  toxic  plants  and  poisonous 
snakes  and  insects  in  Alabama,  as  well 
as  toxic  chemical  being  used  in  agri- 
culture and  industry.  Few  physicians, 
much  less  lay  people,  can  be  expected 
to  know  how  to  manage  all  the  emer- 
gencies that  arise  from  these  sources. 

Further,  the  isolation  imposed  by 
distance,  the  relative  lack  of  sophisti- 
cated- resources  for  physicians  and 
widespread  health  education  programs 
for  populations  in  rural  areas  con- 
tribute additional  complications.  A 
resource  providing  authoritative  infor- 
mation available  at  all  times  has 
opened  recently.  The  West  Alabama 
Poison  Control  Center,  with  its  toll- 
free  number  (205/345-0600),  coordi- 
nates its  services  with  the  developing 
Emergency  Medical  Service  System  of 
the  West  Alabama  region  to  provide 
24-hour  advice  and  referrals  to  both 
physicians  and  lay  persons  concerning 
toxic  substances.  • 

With  an  increasing  number  and  per- 
centage of  our  pof)ulation  entering  the 
senior  citizen  category,  the  often 
neglected  problems  and  needs  of  the 
elderly  are  finally  being  recognized. 

Communities  need  help  in  meeting  the 
physical  and  mental  health  needs  of 
their  senior  citizens.  At  the  opposite 
end  of  the  age  spectrum  is  the  care  of 
the  pregnant  woman  and  her  newborn 
infant  in  the  high  risk  category. 
Maternal  and  infant  mortality  is 
unusually  high  in  Alabama.  It  is  largely 
preventable  if  the  programs  of  both 
community  services  and  regional 
centers  are  fully  developed  and  inte- 
grated with  one  another.  Beginnings 
have  been  made  in  attacking  the  prob- 
lems associated  with  both  age  groups 
in  rural  West  Alabama  and  other  rural 
areas  of  the  state,  but  much  more 
needs  to  be  done. 

Coordination  of  Health  Resources 
and  Services  in  the  State 
Each  region  of  the  state  has  its  own 
unique  resources  and  problems,  as  well 


as  one  or  more  health  service  pro- 
grams. A cooperative  network  can 
provide  administrative  and  coordi- 
nating mechanisms  to  capitalize  on  all 
existing  resources,  direct  specific 
attention  at  specific  problems,  and 
develop  new  services  as  they  are 
needed.  This  requires  a consortium  of 
educational  institutions  with  health 
science  programs,  service  agencies,  and 
regional  health  planning  organizations. 

Each  should  have  a linkage  with  the 
state's  major  medical  centers  and  the 
expertise  sponsored  by  the  system  can 
provide  excellent  settings  for  the  field 
training  of  all  kinds  of  health  person- 
nel; such  settings  provide  one  of  the 
best  devices  for  recruiting  health  man- 
power to  the  rural  areas.  Currently 
there  are  only  a few  settings  in  the 
state  providing  high  quality,  rural- 
oriented  field  training  for  students  in 
the  various  health  sciences  programs. 
A state-wide  consortium  can  provide 
educational  approaches  to  solving  the 
problems  of  health  manpower  distribu- 
tion and  health  service  availability  and 
effectiveness.  Other  states  have 
developed  effective  programs  to 
achieve  these  goals.  Alabama  can  do 
the  same  with  the  support  of  the 
medical  profession. 

Recruitment  and  Placement 

Alabama  needs  an  active  program 
for  recruitment  of  physicians  and 
health  personnel  for  its  small-towns 
and  rural  areas  in  need.  Graduates  of 
health  professions  schools  need 
guidance  and  encouragement  in 
selecting  suitable  locations  for  prac- 
tice. Communities  need  help  in  finding 
physicians  and  health  personnel  and  in 
knowing  how  to  organize  and  present 
themselves  effectively.  Many  com- 
munities, in  an  attempt  to  attract 
physicians,  build  office  buildings 
which  stand  idle  for  years.  Many  do 
not  know  what  young  physicians  are 
looking  for  and  feature  the  wrong 
things  about  themselves  and  their 
community  as  they  are  attempting  to 
attract  physicians. 

The  college  has  a physician  place- 
ment program,  not  just  for  graduates 
of  its  own  programs  but  for  all  avail- 
able, qualified  physicians. 

Rural  Alabama  possesses  special 
characteristics,  and  is  confronted  by 
special  problems  requiring  special, 
specific  solutions. 
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Phone  : Contact: 


announcing... 


MASA  Services  Corporation 


CAN  SUPPLY  YOUR  OFFICE  NEEDS- 
STATIONERY,  ENVELOPES,  PRESCRIPTION 
BLANKS,  REGISTRATION,  INSURANCE 
AND  PATIENT  INFORMATION  SHEETS, 
STATEMENTS,  LEDGERS,  CARBONLESS 
FORMS,  ETC.  WE 'INVITE  YOU  TO  CHECK 
OUR  PRICES.  FILL  OUT  THIS  FORM, 
ATTACH  A SAMPLE  OF  ALL  YOUR  FORMS  * 
AND  MAIL  TO  THE  ADDRESS  BE[*OW  . 

FOR  PRICE  QUOTES.  YOU'LL  BE 
GLAD  YOU  DID! 


©©[TW0©©©  CCRP 
PO  Box  1900-C 
Montgomery,  AL  36104 

(formerly  The  Printing  Department) 
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Blue  Cross 

is^iamragiug 

Alabamians 

togive 

heakh  care  costs 
^anmfor 
their  money. 


As  a doctor,  you  don’t  need  to  be  told  what’s  happening  to 
the  cost  of  health  care.  You  also  don’t  need  to  be  told  about 
the  benefits  of  regular  exercise  and  a healthy  lifestyle. 

But  the  public  does  need  to  be  told.  And  at 
Blue  Cross  and  Blue  Shield,  we’re  telling  thenl. 
In  newspaper  ads,  television  commercials  and 
billboards,  we’re  encouraging  Alabamians 
to  work  for  better  health  and  lower  health 
care  costs.  By  exercising,  eating  right  and 
seeing  their  doctors  regularly. 
Together  we  can  tell  all  Alabarnians  that 
staying  healthy  is  the  best  way  to  hold  down 
the  high  cost  of  health  care. 


Blue  Cross 
Blue  Shield 


® Registered  Mark  Blue  Cross  Association 
®'  Registered  Mark  Blue  Shield  Association 


Classified  Advertising 

ALABAMA;  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact:  Medical  Director,  AL,  Emergency 
Department,  Physicians  Medical  Group,  P.A.,  P.  O.'^ox  9639, 
Marina  del  Rey,  CA  90291,  Phone  (213)  822-1312. 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  west  Central  '•  ^ 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several  ! ^ 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have  i * 
established  clinics.  Other  communities  are  wiliing  to  build  to  suit  i 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene-  . 
fits.  Write  Health  Development  Corporation,  P.  O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7445,  evening  hours  553-2198.  ' 


Outstanding  multi-hospital  emergency  group  has  excellent  oppor- 
tunities available  in  Greenville,  Mississippi.  Fly  to  Mississippi,  work 
6-16  shifts,  spend  the  other  20  days  in  California.  Fee-f or-service. 
Malpractice  insurance  provided.  No  accounting,  billing,  or  personnel 
problems.  Contact:  Garland  Holloman,  M.D.,  Delta  Medical  Center, 
1400  E.  Union  Street,  Greenville,  Mississippi  38701  (601)  378-3783 
or  John  Stein,  897  MacArthur  Boulevard,  San  Leandro,  California 
94577  (415)  638-3979. 


FP’s,  $40,000  guarantee,  moving,  free  rent,  other;  C.V.  to  Dr.  R.E. 
Wiltsie,  PO  Box  57026,  Birmingham,  Ala.  35209. 


. f- 

A 

P- 

STUDENT  HEALTH  PHYSICIAN:  Needed  at  Auburn  University,  j. 
where  eight  full  time  physicians  provide  primary  care  to  18,000  y, 
students  from  a modern,  well  equipped  health  care  facility.  Reguiar 
hours,  ample  leisure  time,  competitive  salary,  and  all  University  , 
fringe  benefits  plus  paid  malpractice  insurance.  Both  nine  and  ; C 
twelve  month  appointments  available.  Requirements:  Medical  | ^ 

degree,  Alabama  license  prior  to  appointment,  plus  an  interest  in  the  “ 
special  problems  of  young  adults  and  the  ability  to  communicate  ^ 
easily  with  them.  Contact:  D.  W.  Oleson,  M.D.,  Medical  Director, 
Drake  Student  Health  Center,  Auburn  University,  Auburn,  Alabama  ; 
36830.  (205)  826-4416.  An  equal  opportunity  employer. 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  tor  17  years,  we  found  . . . 

if  there 
are  problems 
and  there 
is  dritiking... 

drir^ing 

may  be  the 

only  Problem/ 


BOX  508  STATESBORO,  CA  30458  (9I2)  764-6236 


Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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PHYSICIAN'S  PLACBMIiaT  SERVICE  

The  Medical  Association  of  the  State  of  Alabama  maintains  the  Physicians’  Placement  as  a ser^vice  to  the  medical  progession- in  the  state  of 
Alabama.  Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making  inquiry.  Physicians  wishing  to 
establish  practice  are  invited  to  .submit  a resume  to  be  kept  on  file  with  the  Association.  For  further  information  write;  Mr.  Emmett  Wyatt, 
Executive  Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104  or  call  (205)  263-6441. 

LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) — 


FAMILY  PRACTICE:  Age  31:  University  of 
Alabama,  1974;  Board  Eligible  in  Family 
Practice;  seeking  practice  preferably  in  the 
southern  part  or  on  the  coast.  Available 
immediately.  LW-02279. 

* ** 

GENERAL  PRACTICE/OBSTETRICS  & 
GYNECOLOGY:  Age  59;  Medical  College 
of  Alabama,  1954;  American  Board  Eligible; 
seeking  practice  in  multi-specialty  group, 
single  specialty  group  or  partnership  in  a 
community  of  25,000-99,999  population. 
Available.  LW-14553. 

* ** 

GENERAL  PRACTICE/OBSTETRICS  & 
GYNECOLOGY:  Age  59;  Medical  College 
of  Alabama,  1954;  American  Board  Eligible; 
seeking  practice  in  multi-specialty  group, 
single  specialty  group  or  partnership  in  a 
community  of  25,000-99,999  population. 
Available.  LW-14553. 

*** 

GENERAL  PRACTICE/PATHOLOGY:  Age 
39;  Yonsei  University,  1966:  American 

Board  Certified;  seeking  practice  in  general 
or  specialty  preferably  in  the  central  area  in 
a middle  sized  town. Available  immediately. 
LW-050179. 

★ ★ ★ 

GENERAL  SURGERY/GENERAL 
PRACTICE/e'mERGENCY  MEDICINE: 
Age  39;  University  of  Madras,  India,  1966: 
Board  Eligible  in  General  Surgery;  seeking 
practice  in  general,  specialty  or  emergency. 
Available  July  1979.  LW-050579. 

* * * 

INTERNAL  MEDICINE/EMERGENCY 
MEDICINE:  Age  33;  Osmania  University, 
1972;  Board  Eligible  in  Internal  Medicine. 
Available  immediately.  LW-050279. 

* ** 

INTERNAL  MEDICINE/INDUSTRIAL 
MEDICINE:  Age  56:  University  of  Louis- 
ville, 1949;  American  Board  Eligible;  seek- 
ing practice  in  industrial  or  group  practice. 
Available  July  1,  1979.  LW-050479. 

* * * 

OBSTETRICS  & GYNECOLOGY:  Age  43; 
Medical  College  of  Georgia,  1975:  seeking 
practice  in  specialty,  solo  or  group  prefer- 
ably in  the  coastal  area.  Available  January 
1980.  LW-030479. 

★ ★ * 

OBSTETRICS  & GYNECOLOGY:  Age  30: 
Meharry  Medical  College,  1973:  will  be 
American  Board  Eligible  in  1979;  seeking 
practice  in  partnership,  single  specialty 
group  or  multi-specialty  group.  Available 
July  1979.  LW-13835. 

* * * 

OPHTHALMOLOGY:  Age  28;  Duke,  1976; 
seeking  practice  in  Ophthalmology  or  Aca- 
demic in  a town  of  75,000  plus  population. 
Available  January  1981.  LW-02579. 


PEDIATRICS/NEONATAL:  Age  34: 

Howard  University,  1972;  American  Board 
Certified:  seeking  practice  in  specialty  pre- 
ferably in  the  Birmingham  area.  Available 
July  1979.  LW-030579. 

★ * ★ ^ 

PSYCHIATRY:  Age  44;  University  of 

Toronto,  1959;  American  Board  Certified: 
seeking  practice  in  Psychiatry  preferably  in 
the  southern  section  of  Alabama.  Available 
for  practice  in  the  near  future.  LW-02679. 
* * * 

ORTHOPEDIC  SURGEON:  Age  30:  Univer- 
sity Of  Tennessee,  1973;  American  Board 
Certified;  seeking  practice  in  specialty  in  a 
town  with  a population  of  15,000  or  great- 
er. Available  January  1980.  LW-11478. 

SURGEON/UROLOGICAL:  Age  30:  Uni- 
versity of  Alabama,  1974;  American  Board 
Eligible  in  1979;  seeking  partnership,  single 


specialty  group  or  solo.  Available  July  1979. 
LW-12031. 

* ★ ★ 

GENERAL  SURGERY:  Age  32:  Case  West- 
ern Reserve  University,  1974;  seeking  prac- 
tice in  solo  or  group  practice.  Available  July 
1,  1979.  LW-02879. 

* ** 

GENERAL  SURGERY:  Age  34;  Temple 

University:  1969:  American  Board  Certified; 
seeking  practice  in  a town  with  a population 
of  more  than  50,000.  Available  November 
1979.  LW-02979. 

* * * 

GENERAL  SURGERY:  Age  29;  University 
of  Mississippi:  seeking  practice  in  Alabama. 
LW-02779. 

* * * 

SURGERY:  Age  45;  Tufts  University,  1957; 
seeking  assistant  or  associate  practice  in  a 
town  with  a population  over  50,000.  Avail- 
able December  1979.  LW-020179. 


PHYSICIANS  WANTED  (Opportunities  for  Practice) 


PRIMARY  CARE  PH  YSI C I AN— Wan  ted  to 
serve  as  Medical  Director  of  a Primary  Care 
Group  Practice.  Will  be  a Montgomery, 
Alabama  hospital  employee  with  the  oppor- 
tunity to  develop  the  ideal  Primary  Care 
Group  Practice.  Moving  expenses,  salary, 
other  fringe  benefits.  PW-030179. 

* * * 

I NTERNIST— Excellent  opportunity  for 
association  with  a multi-specialty  clinic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opporturtities.  PW-09478. 

* * * 

FAMILY  PHYSICIAN— Opportunity  to 
establish  gratifying  practice  in  Southwest 
Alabama  community  of  9,000  with  a trade 
area  of  25,000,  located  within  minutes  of 
Mobile  and  Gulf  Beaches.  Associations  with 
established  family  physician  possessing 
well-equipped  offices  available.  Invitation  to 
visit  with  expenses  paid  will  be  directed  to 
those  who  qualify.  PW-26. 

★ ★ ★ * 

OPPORTUNITY  for  Surgeon,  Family  Prac- 
titioner, Internist,  Pediatrician  or  Ob-Gyn  in 
city  of  10,000  population  in  trade  area  of 
35,000  population,  located  100  miles 
north-west  of  Birmingham.  May  begin  as 
associate  working  with  three  other  physi- 
cians or  solo  working  with  same  doctors. 
Office  space  immediately  available.  Excel- 
lent location  near  mountain  lakes,  river, 
hunting,  fishing,  boating,  golfing  and  nearby 
to  Metropolitan  Area.  PW-14. 

PE  D I AT  R I C I AN— Wanted  to  join  an 
established  and  practicing  pediatrician  in 
opening  a new  office  in  an  area  adjacent  to 
Birmingham  in  one  of  the  most  rapidly 
growing  areas  in  the  state.  PW-04179. 

* * * 


OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS— 

Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama:  nearest  large 
city  40  miles — population  of  200,000;  near- 
est hospital  20  miles;  last  physician  in  town 
died  12  years  ago;  equipped  three  room 
clinic  available  with  guaranteed  salary  or 
option  to  purchase;  principal  sources  of 
income  in  community  'are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-09178. 

* * * 

Town  of  1,000  population;  trade  area 
20,000  in  Southeast  Alabama;  nearest  large 
city  165,000  population  35  miles;  Principal 
sources  of  income  in  community  are  farm- 
ing and  lumber  industries;  2 churches,  2 
schools;  social  activities  include  service  clubs 
and  country  club.  Presently  pll  medical 
services  at  the  family  practice  clinic  are 
provided  by  residents  of  the  family  practice 
residency  training  program  on  a rotation 
basis.  The  clinic  is  in  its  third  year  of 
operation.  The  city  is  seeking  a full  time 
physician  to  serve  as  director  of  the  clinic 
through  a grant  from  the  National  Health 
Service  Corps.  PW-02179. 


Town  of  2,500  population:  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  in  town;  one  physician  died  re- 
cently: 2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population:  two 
offices  available  and  another  one  could  be 
constructed:  principal  sources  of  income  in 
community  are  agriculture  and  light  indus- 
try; 15  churches,  1 school,  2 kindergartens, 
1 day-care  center;  social  activities  include 
service  clubs,  and  golf  course.  PW-09378. 
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Auxiliary 


Looking  Back  at  Birmingham 


What  could  be  nicer  than  being  in 
Birmingham,  April  18-20?  Why  natu- 
rally it  was  being  at  the  Convention  of 
the  Auxiliary  to  the  Medical  Associa- 
tion of  the  State  of  Alabama  at  the 
Hyatt  House! 

With  our  AMASA  Convention  being 
planned  by  Mrs.  George  Scofield  and 
Mrs.  Aubrey  King,  our  auxilians  knew 
we  were  in  for  a very  exciting  program 
of  "extra-curricula"  activities.  With 
Mrs.  Aubrey  Terry  being  President  of 
AMASA,  we  knew  the  program  and 
speakers  would  be  most  informative. 
We  were  not  disappointed! 

For  me,  the  program  began  with  the 
Pre-Convention  State  Executive  Board 
Meeting.  State  Chairmen  and  Officers 
reported  on  the  many  activities  of 
auxilians  this  past  year  to  promote  the 
cause  of  medicine  across  the  state. 
That  night  we  were  invited  to  the 
home  of  Dr.  and  Mrs.  Estock  for  a 
reception  and  dinner  honoring  our 
AMA  Auxiliary  President,  Mrs.  Manuel 
Bergnes. 

Thursday  started  off  bright  and 
early  with  a Breakfast.  Greetings  were 
brought  to  us  by  Dr.  Thomas  H.  Allen, 
President  of  Jefferson  County  Medical 
Society*  Dr.  Hiliary  H.  Henderson, 
President  of  MASA,  and  Dr.  Tom 
Nesbitt,  President  of  AMA. 

Mrs.  Bergnes  discussed  plans,  pro- 
grams and  activities  being  sponsored 
by  AMA  Auxiliary  and  stressed  the 
benefits  of  being  a member  of  this 


organization.  What  a host  of  digni- 
taries to  start  the  convention. 

The  opening  session  was  given 
mostly  to  the  reports  of  the  county 
presidents.  This  is  a vital  part  of  our 
program  because  it  is  here  that  we  hear 
what  others  are  doing  and  have  an 

exchange  of  ideas.  After  a full  morning 
of  work,  we  enjoyed  being  transported 
by  bus  to  a luncheon  at  the  home  of 

Dr.  and  Mrs.  Henry  Darnell.  After 
lunch,  we  boarded  our  buses  and  were 

graciously  welcomed  into  the  homes 
of  Dr.  and  Mrs.  S.  Richardson  Hill  and 
Dr.  and  Mrs.  David  Comfort.  How  very 
much  we  out-of-towners  do  appreciate 
their  courtesies.  That  evening,  we  en- 
joyed being  with  MASA  members  and 
wives  at  The  Club. 

Friday's  session  began  with  a talk 
by  Dr.  Doug  Talbott  on  "Information 
Concerning  Impaired  Physicians'  Pro- 
gram in  Georgia."  Mrs.  Baxter  S. 
Troutman,  President  of  Southern  Med- 
ical Auxiliary,  also  brought  greetings. 

The  Noon  Luncheon  always  honors 
our  Past  State  Presidents.  This  is  a 
time  for  us  to  pay  tribute  to  their  past 
Leadership  which  is  invaluable  to  us. 
Among  this  illustrious  group,  we  have 
2 Past  AMA  Auxiliary  Presidents,  Mrs. 
W.G.  Thuss,  and  Mrs.  John  Chenault, 
and  President-Elect  of  AMA  Auxiliary, 
Mrs.  Ben  Johnson,  Jr.  We  are  so 
fortunate  to  have  them  to  help  inspire 
and  guide  us  in  our  work. 

f 


This  is  also  the  time  we  present  our  ' 
AMA-ERF  checks  to  the  Medical 
Colleges.  Mrs.  Gil  Wideman  was  in 
charge  of  installation  of  state  officers. 

I will  give  a summary  of  these  officers 
in  the  next  issue.  The  Post-Convention 
Executive  Board  Meeting  officially, 
closed  the  session. 

AMASA  joined  MASA  for  the 
Annual  Awards  Dinner  Friday  night. ' 

Saturday  morning,  I was  honored  to 
attend  the  meeting  of  the  House  of  j 
Delegates  and  College  of  Counsellors  j 
and  to  hear  Mrs.  Aubrey  Terry  so  ably  3 
present  the  good  report  of  AMASA's  1 
activities  during  this  past  year.  A I 
highlight  of  this  report  was  the  organi-  I 
zation  of  two  new  county  auxiliaries,  f 
Clay-Randolph  and  Winston.  This  was  J 
the  result  of  hard  work  and  much  5 
planning  of  many  people  but  Mrs.  » 
Terry  was  the  leader.  She  has  served  ■ 
our  organization  very  capably  and  has  f 
certainly  inspired  me  to  do  my  very 
best  this  next  year.  ^ 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 

Bactrim  OSS' 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  14  days 

■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  \Arith  microscopic 
examination. 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


Before  prescribing,  piease  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosu^ 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfarnethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. “Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children— 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: ' 


Children  two  months  of  age  or  older 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1V2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impa'irment: 

Creatinine 

Recommended 

Clearance  (ml/min)f 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinil  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dpse®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

> X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ X Nutley,  New  Jersey  071 10 

Please  see  back  cover. 


I Her  next  attack  of  cystitis  may  require 

^ the  Bactrimr 
3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  intrditus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations. thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resit 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introit, 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


I 


urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 


library,  LuLLbbt  ur  rnr 
2 2 N C ST.  ‘above  CHESTNUT 
PH  I L-ACELPH  1 A . PA  i9103 


PERFORMANCE.  PROVEN 
EFFECTIVENESS  Vim'HIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- to- risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 
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chlordiazepoxide  HQ/Rodie 

THE  ANXIETY-SPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extra  pyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied;  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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Information  For  Authors 
Concerning  Manuscripts 

Manuscripts  should  be  typewritten,  double  spaced  on 
white  paper  8’'2x11  inches  with  adequate  margins.  The 
original  copy,  not  the  carbon  copy,  should  be 
submitted.  Authority  for  approval  of  all  contribu- 
tions rests  with  the  Editor.  The  Journal  of  The 
Medical  Association  of  The  State  of  Alabama  reserves 
the  right  to  edit  any  material  submitted.  Tbe  publish- 
eis  accept  no  responsibility  foi  opinions  expressed  by 
contributors. 

Style;  The  first  page  should  list  title,  the  author  (or 
authors),  degrees,  and  any  institutional  or  other 
credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 

periodicals  with  volume,  page,  month— day  of  month 
if  weekly— and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the 
text. 

The  Styiebook /Editorial  Manual,  published  by  the 
AMA,  IS  the  general  reference  for  questions  of  style. 
It  IS  particularly  useful  in  the  proper  presentation  of 
data.  Available  at  cost  (S6.50)  from  MASA.  When 
conflicts  occur  between  usage,  etc.,  by  an  author  and 
the  styiebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk  Jr.  and  E.  B.  White,  which  emphasizes 
brevity,  vigor  and  clarity.  Available  at  cost  ($1.65) 
from  MASA. 

Final  authoiity  on  grammar  is  Webster's  Uew  Interna- 
tional, Unabridged,  Second  Edition. 

Copy  Changes:  When  an  author  receives  a gaUey 
proof  back  from  MASA,  he  is  expected  to  make 
corrections  only.  Copy  changes,  alterations  on  proof 
from  the  original  manuscript,  are  expensive.  Please 
try  to  say  what  you  mean  in  the  original. 

Length  of  Articles:  Articles  should  not  exceed  3,000 
words  (approximately  3-4  t^'inted  pages).  Under 
exceptional  circumstances  only  will  a'ticles  of  more 
than  4,000  words  be  published. 

Ill  ustrations:  Illustrations  should  be  numlxned  con- 
secutively and  indicated  m the  text.  The  number, 
indication  of  the  tO[),  and  the  author's  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numfxred,  and  attached  to  each 
illustration.  Photographs  should  be  clear  and  distinct, 
drawings  should  be  made  in  black  ink  (preferably 
India  ink)  on  white  papei.  For  half  tones,  glossy 
photograjjhs  should  be  submitted. 

Reprints:  Reprint  oiders  should  be  returned  at  once. 
Prices  foi  reprints,  based  on  numfter  of  pages,  will  bo 
furnisbed  upon  request.  Communications  should  be 
addressed  to  The  Journal  of  The  Medical  Association 
of  The  State  of  Alabama,  P 0.  Box  1900-C,  Mont 
gomery,  Alafwma  36104.  Telephone  263-6441,  Area 
Code  205.  • 


From  the  Executive  Director 

The  Dismal  Science 

130  years  ago  Thomas  Carlyle  coined  a phrase  destined  to 
stick.  He  called  economics  "the  dismal  science." 

The  coinage  was  assimilated  into  the  language,  so  that  ) 
you  can  scarcely  pick  up  a magazine  or  newspaper  today 
without  seeing  the  casual  reference.  | 

Except  for  the  Great  Depression  of  the  1930s,  American  |i 
economics  has  rarely  been  more  dismal  than  today.  !. 
Runaway  inflation  is  a major  part  of  it,  one  that  has  caused  ll 
the  constant  erosion  of  everybody's  dollars. 

We  tend  to  look  at  the  problem  in  short,  contemporary  | 
segments.  Last  year  the  purchasing  power  of  the  average  ii 
American's  dollar  lost  a little  more  than  9%,  measured 
against  1977. 

But  in  1977  a dollar  wasn't  worth  a dollar  either.  In  fact, 
it  was  worth  50  cents  of  the  1967  dollar,  having  diminished 
by  half  in  just  one  decade. 

Go  back  even  further,  to  1 940  say,  and  you  find  that  the 
1977  dollar  (which  actually  looks  pretty  good  to  us  here  in 
mid-1979)was  worth  20  cents.  And  that's  the  figure  for  the 
average  American  with  average  buying  habits. 

For  other  buyers,  the  ravages  of  inflation  have  cut  far  | 
deeper  and  far  wider.  Hospital  costs,  for  example.  The  | 
buying  power  of  the  1979  hospital  dollar  is  a great  deal  less 
than  half  what  it  was  in  the  1960s  when  Medicare  and 
Medicaid  began  to  overheat  one  segment  of  American 
industry— the  health  care  industry.  Pouring  more  money 
into  the  industry  created  more  demand— from  people  who 
had  never  used  it  before  and  from  people  who  began  to  use 
it  much  more  than  they  really  needed  to. 

Overutilization  and  the  pressure  of  federal  dollars  (which 
decreased  in  value  every  year)  had  the  absolutely  predicta- 
ble effect  of  forcing  costs  up.  There  were  other  factors  of 
course:  Hospitals  are  uniquely  both  labor-intensive  and 
capital-intensive.  It  takes  a lot  of  people  and  a lot  of 
high-technology  to  implement  the  life-saving  wonders  of 
modern  medicine. 

It  is  not  even  necessary  to  compare  the  cost  of  the  first 
commercially  available  X-ray  machine  ($50  in  1896)  to  the 
cost  of  the  controversial  medical  marvel  that  is  the  CAT 
scanner  ($700,000  or  more  this  year). 

Irrespective  of  such  capital  investments  as  this  and  the 
many  other  machines  that  are  saving  hundreds  and  thou- 
sands of  lives,  labor  and  material  costs  have  skyrocketed. 
Even  cleaning  women  and  others  in  menial  but  necessary 
jobs  are  making  far  more  today.  And  all  other  hospital 
personnel— nurses,  technicians,  typists—  must  be  paid  ever 
higher  wages  because  they  have  to  live,  eat,  buy  homes  and 
automobiles  like  everyone  else.  And  their  cost  of  living 
surges  out  of  sight. 

The  hospital  industry  is  thus  a pressure  cooker,  an 
analogy  often  used  for  any  limited  segment  of  the  economy 
under  peculiar  stress.  Most  of  the  heat,  one  way  or  the 
other,  comes  from  the  federal  government  which  supplies 
much  of  the  money  and  directs  how  it  should  be  spent;  the 

continued  on  page  4 
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President's  Message 


Luther  L.  Hill,  M.D. 
President 


The  Canadian  Experience 

A Market  Opinion  Research  Report,  sponsored  by  the  American  Medical  Association  in 
November  of  1978,  on  "The  Need  for  National  Health  Insurance"  states,  "A  majority  of 
physicians— though  a bare  majority— now  say  there  is  such  a need.  This  majority  is  made  up  of 
40  percent  who  feel  strongly  there  is  a need  and  13  percent  who  feel  there  is  some  need,  but 
don't  hold  an  intense  feeling  about  that  need." 

Excellent  quality  medical  care  for  everyone  is  an  admirable  objective  that  has  universal 
appeal.  It  is  an  ideal  condition  that  we  are  all  striving  for. 

Comprehensive  national  health  insurance  has  been  advocated  as  guaranteeing  its  fulfillment. 
This  is  a false  assumption.  The  experience  of  those  countries  having  such  a program  prove  this. 
The  most  recent  convert  to  comprehensive  national  health  insurance  is  our  neighbor,  Canada, 
and  it  would  be  profitable  to  review  their  experience.  As  would  be  expected,  during  the  first 
few  years  after  its  adoption,  there  was  progressively  greater  utilization  of  medical  services.  This 
was  appreciated  by  everyone.  However,  the  increased  cost,  due  to  inflation  and  increased 
utilization,  became  a burden  that  the  public  through  their  government  became  unable  or 
unwilling  to  bear. 

This  resulted  in  curtailment  and  impairment  of  quality  of  services  both  in  hospitals  and  by 
physicians.  This  applied  to  the  under  privileged  and  the  privileged. 

In  Ontario  in  1971,  there  were  5.25  active  treatment  beds  per  1,000  population.  In  1973, 
this  number  had  decreased  to  less  than  5.  In  1976,  to  4.5  and  the  target  is  for  3.5  beds  for 
1,000  population.  The  average  length  of  hospital  stay  for  patients  in  the  Ontario  private  and 
public  hospitals  in  1971  was  almost  12  days.  This  had  decreased  to  less  than  IOV2  days  by 
1976.  According  to  Mr.  James  A.  McNab,  President  of  Toronto  General  Hospital,  "No  major 
new  program  initiatives  have  been  undertaken  since  1975."  He  says  the  Province  convincingly 
has  told  us  it  does  not  have  the  money.  It  is  obvious  that  with  a decrease  in  available  hospital 
beds  and  a shortening  in  the  length  of  hospital  stay,  there  is  bound  to  be  a compromise  in  the 
quality  of  care. 

The  quality  of  the  physicians'  care  is  affected  by  the  necessity  for  working  longer  hours  and 
constantly  rushing  to  see  more  patients.  The  physician,  a conscientious  person,  is  frustrated 
with  the  realization  of  the  compromise  in  time  and  service  given  a patient. 

The  quality  of  the  physicians'  care  is  also  compromised  by  his  preoccupation  with  the 
anxieties  of  trying  to  maintain  a comparable  income.  With  continuing  inflation  and  rigid 
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controls  over  available  funds,  the  Physicians'  income  will  become  completely  inadequate  when 
compared  with  other  professional  groups. 

Dr.  Ed  Moran,  General  Secretary  of  the  Ontario  Medical  Association,  said  in  his  talk  at  the 
AMA  Leadership  Conference  in  February  1979,  "It  is  pretty  well  conceded  that  doctors  in 
Ontario  have  been  rather  badly  abused  financially  in  recent  times." 

"The  premier  of  the  Province  has  stated  privately  that  doctors  are  underpayed  and  that  he  is 
concerned  about  it.  An  all-party  committee  of  the  Legislature  (Our  State  Assembly)  which 
deliberated  for  some  months  and  reported  on  health  care  costs  this  past  October,  had  this  to 
say  about  physician's  fees:  'These  charges  do  not  strike  us  as  being  adequate  or  even 
reasonable.'  However,  in  spite  of  the  above,  in  the  most  recent  round  of  negotiations,  the 
government  spokesman  signalled  that  the  Government  is  unable  to  pay  us  what  we  are  worth, 
has  no  intention  of  doing  so,  and  why  don't  we  be  reasonable  and  talk  about  what  the 
Government  is  able  to  pay?" 

The  central  or  more  important  reason  why  universal  national  health  insurance  will  never  be 
satisfactory  for  physicians  is  covered  in  Dr.  Moran's  next  two  sentences.  "The  big  stumbling 
block,  as  I see  it,  is  that  government  finds  it  politically  unacceptable  to  appear  generous  to  a 
group  which  symbolizes,  if  not  reeks  of  affluence  in  the  public's  mind.  Government  knows  we 
deserve  more,  they  want  to  pay  us  more,  but,  in  fact,  they  cannot." 

Is  it  reasonable  to  expect  any  group  to  devote  its  undivided  attention  to  any  work, 
regardless  of  its  nobleness,  when  it  is  absorbed  in  worry  over  sustaining  its  living  standard? 

"Would  any  reasonable  person  be  surprised  that  the  quality  of  physicians'  care  would  be 
impaired  by  comprehensive  national  health  insurance?" 


continued  from  page  2 

same  government  that  raises  minimum  wages,  starting  yet 
another  escalation  of  wage  demands  bottom  to  top.  And  so 
on. 

Now  the  Carter  administration  says  the  nation  has  to  put 
a cap  on  hospital  costs.  Not  on  any  other  segment  of  the 
overheated  economy.  Just  hospitals.  In  other  words,  close 
the  relief  valve  in  this  pressure  cooker.  Under  this  year's  bill 
hospitals  would  be  given  until  Jan.  1,  1980,  to  show  that 
they  can  voluntarily  hold  down  their  cost  increases.  If  they 
fail  to  keep  their  average  annual  increase  to  9.7%,  plus  an 
adjustable  figure,  controls  would  go  into  effect. 

Even  Senator  Kennedy  admits  that's  a hopelessly  unreal- 
istic expectation.  Just  recently,  his  subcommittee  on  health 
increased  that  limit  to  10.9%,  which  is  still  too  low 
considering  the  unique  pressures  and  demands  placed  on 
hospitals. 

If  hospitals  can't  pass  on  their  ever  rising  cost  of  goods 
and  services,  or  only  a part  of  it,  something  has  to  give, 
obviously.  And  that  something  just  might  be  a form  of 
rationing  of  patient  care,  with  an  inevitable  deterioration  in 
quality. 

It's  easy  enough  for  critics  to  say  that  the  present  ratio 
of  2.64  persons  per  hospital  bed  is  too  high.  Where  do  they 
propose  cutting?  Lab  personnel?  X-ray?  Food  service? 
Nursing? 

It's  easy  enough  for  them  to  say  that  intensive  care 
units,  and  the  machines  and  people  in  them,  cost  too  much. 


What  do  they  want  to  eliminate  and  whose  life  have  they 
decided  is  expendable? 

They  don't  say.  They  just  say  cut  somewhere  and  cut 
deep. 

The  dismal  science  is  more  dismal  because  politicians 
insist  on  restricting  one  part  of  the  vast  system  of  supply 
and  demand  without  knowing  or  caring  what  effect  it  will 
have  on  the  rest  of  a singular  delicate  system. 


S.  Lon  Conner 
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When  you’re  owned  by 
Alabama  Physicians 

and  controlled  by 
Alabama  Physicians 

how  well  should  you  know 
Alabama  PhyScians? 

Take  a close  look... 


Alabama  Physicians 

best! 


2211  Highland  Avenue  Post  Office  Box  3435-A  Birmingham,  Alabama  35205 
Telephone:  205/933-7280  1-800/272-6401 


Deans  Report 


Feedback  on  a Two-\fear 
Clinical  Program 


Colin 

Campbell,  M.D* 


The  25  junior  medical  students  who 
plan  to  matriculate  at  the  UAH  School 
of  Primary  Medical  Care  this  fall  will 
be  the  sixth  group  since  1974  who 
have  come  to  Huntsville  for  their  final 
two  years  of  medical  school. 

That  degree  of  continuity  combined 
with  the  participation  of  this  school  in 
the  recent  reaccreditation  process  of 
the  University  of  Alabama  School  of 
Medicine  has  stimulated  some  intro- 
spection about  the  students  who  chose 
to  receive  their  clinical  training  in 
Huntsville  and  the  quality  of  that 
training. 

That  they  have  chosen  to  come  to 
the  School  of  Primary  Medical  Care  is 
the  most  significant  fact  about  both 
full-time  and  short-term  students  here. 
The  majority  of  those  in  the  first  two 
SPMC  classes  transferred  from  two- 
year  medical  schools  in  other  states. 
As  the  enrollment  in  the  first  two 
years  at  the  UA  School  of  Medicine  in 
Birmingham  has  expanded,  more 
juniors  have  been  available  to  enter  the 
programs  in  Tuscaloosa  and  Huntsville. 


♦Dean 

University  of  Alabama  in  Huntsville 
School  of  Primary  Medical  Care 
Huntsville,  Alabama 


It  is  anticipated  that  by  the  fall  of 
1980,  the  entering  junior  class  and  all 
subsequent  classes  at  the  UAH  School 
of  Primary  Medical  Care  will  be  drawn 
entirely  from  students  at  the  Birming- 
ham campus.  The  LCME  accreditation 
team  that  visited  the  three  campuses 
of  the  UA  School  of  Medicine  in 
January  has  recommended  to  the 
Liaison  Committee  on  Medical  Educa- 
tion that  the  class  size  at  the  Hunts- 
ville campus  be  increased  from  22  to 
25  and  that  the  Executive  Dean  of  The 
University  of  Alabama  System  Medical 
Education  Program  (UASMEP),  Dr. 
James  Pittman,  be  authorized  to  allow 
as  many  as  30  students  per  year  to 
complete  their  medical  school  careers 
at  the  School  of  Primary  Medical  Care. 

Two  Reasons 

Whether  medical  students  elect 
Huntsville  for  their  entire  clinical 
training  or  just  for  one  or  more  core 
rotations  or  electives,  they  seem  to 
come  primarily  for  two  reasons:  the 
favorable  faculty-student  ratio  (often 
one-to-one)  and  the  large  amount  of 
direct  patient-care  experience  we  are 
able  to  provide  in  both  hospital  and 
ambulatory  care  settings.  By  the  end 
of  the  1978-79  academic  year,  in 
addition  to  our  full-time  students, 
another  66  students  will  have  come  to 
Huntsville  since  1973  as  guest  students 
from  not  only  the  main  campus  in 
Birmingham,  but  also  from  the  School 
of  Medicine  at  the  University  of  South 
Alabama  and  from  several  medical 
schools  out  of  state.  Half  will  have 
come  to  SPMC  for  electives  and  the 
other  half  for  core  clinical  clerkships 
in  internal  medicine,  pediatrics,  sur- 
gery, and  obstetrics/gynecology. 

Since  the  process  of  formal  medical 
education  is  so  long  it  is  too  early  in 


Randall  Hall,  SPMC  1979,  assists  his  Rural 
Preceptor  Dr.  Robert  Rhyne  in  examining  a 
patient  in  Dr.  Rhyne’s  Moulton,  Alabama 
office. 


this  school’s  life  to  assess  vnth  certain- 
ty how  well  we  are  succeeding  in 
training  competent,  caring  physicians. 
We  do  know  that  medical  students 
throughout  the  University  of  Alabama 
System  Medical  Education  Program, 
including  full-time  students  at  SPMC, 
perform  at  or  above  the  national  mean 
on  the  Part  II  Examination  of  the 
National  Board  of  Medical  Examiners. 

Six  of  the  68  students  in  our  four 
graduating  classes,  including  this  year, 
have  been  elected  to  Alpha  Omega 
Alpha  while  at  the  School  of  Primary 
Medical  Care;  one  additional  AO  A 
member  was  elected  before  matricu- 
lating in  Huntsville,  All  68  University 
of  Alabama  School  of  Medicine  grad- 
uates who  have  received  their  com- 
plete clinical  training  in  Huntsville 
have  placed  with  residency  programs. 
All  but  two  out  of  68  have  matched 
with  one  of  their  preferred  residency 
choices. 
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Wayne  Melvin,  SPMC  1979,  assists  SPMC  family  practice  faculty  member  Dr.  Michael 
McCarthy  in  the  examination  of  a young  patient  in  the  SPMC  Development  Disabilities 
Clinic. 


1978  Survey 

A survey  conducted  in  the  spring  of 
1978  provides  some  evaluation  of  the 
SPMC  medical  student  education  pro- 
gram beyond  these  few  objective  data. 
The  survey  questionnaires  were  sent  to 
all  1976  and  1977  graduates  of  the 
University  of  Alabama  School  of  Medi- 
cine who  had  spent  their  junior  and 
senior  years  at  the  School  of  Primary 
Medical  Care  and  to  the  directors  of 
the  residency  programs  in  which  these 
graduates  were  then  enrolled. 

The  residency  directors  were  asked 
to  compare  the  SPMC  graduates  to  the 
other  residents  in  their  programs  on 
thirteen  different  dimensions  involving 
clinical,  professional,  and  interpersonal 
skills.  The  SPMC  graduates  were  asked 
to  compare  themselves  to  their  fellow 
residents  on  the  same  dimensions.  In 
addition,  all  were  asked  to  assess  the 
adequacy  of  their  preparation  in  the 
core  areas  of  medicine  at  the  time  of 
entry  into  graduate  training. 


SPMC  Family  Practice  Advisor  Dr.  Hunter 
Daniel  discusses  a patient’s  chart  with  Don 
Jones,  SPMC  1980. 


Usable  returns  were  received  from 
76%  of  the  residency  program  direc- 
tors and  from  47%  of  the  alumni. 

Over  90%  of  the  evaluations  from 
residency  program  directors  rated  the 
skills  of  SPMC  alumni  as  either  above 
average  or  average  compared  to  grad- 
uates of  other  medical  schools.  Over 
60%  of  all  responses  concerning  skills 
were  in  the  above  average  categories. 

The  adequacy  of  preparation  in  core 
areas  of  medicine  was  also  rated  as 
above  average  or  average  in  over  90% 
of  the  responses.  Primary  Care  area 
preparation  was  rated  as  above  average 
in  56%  of  the  cases;  specialty  prepara- 
tion was  rated  as  above  average  in  45% 
of  the  cases. 

Responses  by  alumni  parallel  those 
of  the  program  directors  with  over 
90%  of  all  responses  being  above  aver- 
age or  average  except  specialty  prep- 
aration which  was  rated  86%  in  those 
categories. 

The  combined  data  from  both  resi- 
dency program  directors  and  from 
alumni  provide  quite  positive  feedback 
concerning  the  clinical,  professional, 
and  interpersonal  skills  of  the  SPMC 
graduates  and  the  adequacy  of  their 
undergraduate  clinical  preparation. 

For  the  people  of  Alabama,  who 
still  outnumber  the  state’s  primary 
care  physicians  by  more  than  2,000  to 
1,  a basic  question  remains:  How 
many  of  these  University  of  Alabama 

School  of  Medicine  graduates  who 
received  their  undergraduate  clinical 
training  at  a campus  that  emphasizes 
primary  care  will  be  practicing  in 
primary  care  specialties  when  they 
have  completed  their  residencies?  The 
prognosis  is  encouraging;  45  of  the  68 
SPMC  graduates  to  date  chose  primary 
care  residencies.  Twenty-two  of  the  45 
are  in  residencies  in  family  practice,  13 
in  internal  medicine,  and  the  rest  are 
in  residencies  in  either  pediatrics  or 
obstetrics  and  gynecology.  Every 
School  of  Primary  Medical  Care  Senior 
this  June  is  entering  a residency  pro- 
gram in  family  practice,  internal  medi- 
cine, or  pediatrics. 

As  more  data  becomes  available  we 
will  continue  to  report  on  our  prog- 
ress, our  problems,  and  our  successes. 
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JEFFERSON  HEALTH 
FOUNDATION 

The  Jefferson  Health  Foundation  of  Birmingham, 
Alabama,  has  positions  available  for  primary  care 
internists  and  pediatricians. 

JHF  is  a multispecialty  group,  serving  the  Birming- 
ham area  for  more  than  20  years.  We  are  currently 
converting  from  fee-for-service  to  prepayment  (HMO) 
and  can  now  provide  unique  opportunities  for  physi- 
cians to  become  an  integral  part  of  this  exciting  phase 
in  our  development. 

JHF  offers: 

• excellent  salary  plus  generous  fringe  benefits 

• stimulating,  academically-oriented  practice 

• outstanding  facilities  and  support  staff 

• reasonable  patient  load  and  coverage  responsibilities 

• ready  access  to  consultative  and  ancillary  services 

• freedom  from  entrepreneurial  aspects  of  office 
management 

• active  participation  in  the  design  & implementation 
of  a new  innovative  health  care  delivery  system 

• meaningful  involvement  in  administrative  decision- 
making process 

If  you  are  interested  in  growing  with  JHF,  respond 
with  curriculum  vitae  to  Medical  Director,  Jefferson 
Health  Foundation,  Inc.,  P.O.  Box  3499,  Birmingham, 
Alabama  35205. 
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Tenuate’'® 

liiltihylpropion  hydrochloride  NF| 

Tenuate  Dospan" 

(diethylpropion  hydrochloride  NF)  controlled  release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
BrIet  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  ol  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  ot  agents  of  this  class  should  he  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ot  drug 
abuse  During  or  within  14  days  following  the  administration  ot  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  It  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  he  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subiects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  anrf related  drugs  may 
be  associated  with  varying  degrees  ol  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  ot 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  ot  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  rn  children  under  12  years  ol  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  indiabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  ol  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardicvascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  ol  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central mms 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gaslrcintestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
lopoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  ol  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increasetf  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylpropion  hydrochloride) controllerf-release.  One  75  mg 
tablet  daily,  swallowed  whole,  in  miomorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGL  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperrellexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigueand  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  ol  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension.  If  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215.  U S A 
Licensor  of  Merrell’ 

References:  1. Citations  available  on  request- Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES.  Cincinnati.  Ohio  45215  2.  Hoekenga,  M T , 
O'Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy.  Jan  20-21. 1977 

Merrell 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


(diethylpropion  hydrocAoride  NF) 


75  mg.  controlled-release  tablets 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  pro^^m.^ii 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp-  l:  ,, 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications  - 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension:  see  additional 
Warnings  and  Precautions  on  the  opposite  page.)  ; 


Ibnuate-i 
And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page. 


In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no^^  ■' 
disease.  While  this  condition  is  often  termed  uncomplicated  . .r;  ■ 
obesity,  complications  of  both  a social  and  a psychologic  natur^  :■ 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a . 
short-term  regimen  of  Tenuate  can  help  reinforce  yourdie!^^  ^ 
counsel  during  the  important  early  weeks  of  an  indicated 
loss  program.  ' 


Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochfofide  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- . 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


new 

600mgtablels 

Motrin 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 
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Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U S A. 
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Optical  Cosmetb  Lens 

by  S.  Hutson  Hay  M D* 
and 

Mark  Kirkland 


SUMMARY 

The  use  of  optical  applications  is  described  to  the 
end  of  producing,  cosmetically,  beneficial  results  in 
individuals  suffering  from  ocular  abnormalities. 
The  use  of  optical  cosmetic  lenses  is  a viable  option 
in  the  management  of  these  patients  without 
recourse  to  surgery. 

The  perception  of  one's  personal  appearance  is 
of  overriding  importance  in  the  day-to-day  exist- 
ence of  each  of  us,  as  well  as  our  patients.  The 
ocular  configuration  determines  one's  initial  ap- 
praisal perhaps  more  than  any  other  single  aspect 
of  the  facial  architecture. 

Simple  observation  demonstrates  to  us  the  ex- 
treme importance  that  society  places  on  the 
appearance  of  the  eyes.  The  optical  companies 
have  made  fortunes  and  have  produced  innumer- 
able types  of  optical  apparatus  to  tap  this  source  of 


* Volunteer  Faculty 
University  of  Alabama,  Huntsville 
School  of  Primary  Medical  Care 


self  perception.  Contact  lenses,  soft  lenses  and 
various  designed  and  colored  spectacles  are  seen  in 
ever-increasing  abundance  throughout  the  nation. 

Physicians,  including  most  ophthalmologists, 
usually  consider  spectacle  correction  for  the  im- 
provement of  visual  acuity  only.  There  is  an 
additional  use  of  optical  lenses  available  for  a 
small,  but  significant  number  of  patients  seen  in  an 
average  ophthalmologic  practice. 

These  lenses  are  not  used  for  optical  correction 
of  visual  acuity,  but  rather  for  the  optical  correc- 
tion of  defects  in  the  cosmetic  architecture  of  the 
eye  and  its  adnexa.  In  these  patients,  the  defects 
usually  involve  a non-seeing  eye  or  small  angles  of 
esodeviation  or  diplopia  and  provide  an  avenue  for 
the  improved  cosmesis  of  a patient  without  having 
to  resort  to  surgical  intervention. 

Correction  of  Inequality  of  Globe  Size  Between  a 
Blind  Eye  or  Prosthetic  Eye  and  Its  Fellow 

By  using  a plus  or  a negative  sphere  of  appro- 
priate power  over  the  blind  eye,  the  ophthalmolo- 
gist is  able  to  magnify  or  minify  the  size  of  this 
affected  eye  to  make  it  match  the  fellow.  The 
cylindrical  plus  or  minus  lenses  may  also  be  used  to 
increase  or  decrease  the  size  of  an  eye  in  a 
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horizontal  or  vertical  nneridian.  The  improvement 
is  found  not  only  in  the  apparent  size  of  the  ocular 
structures,  but  also  in  the  interpalpebral  fissures 
and  surrounding  adnexa. 

The  technique  for  determining  the  proper 
power  and  type  of  lenses,  either  sphere,  cylinder, 
or  a combination  of  such,  is  simply  to  place  trial 
frames  on  the  individual  involved  and  then  begin 
adding  plus  or  minus  sphere  until  the  overall 
dimensions  of  that  eye  in  question  are  roughly 
those  of  the  sound  eye.  A similar  modification 
technique  using  plus  or  minus  cylinder  is  then 
made  to  increase  or  decrease  specific  meridians  of 
the  misshapen  eye.  The  end  point  is  found  when 
the  observer  sees  that  eye  in  question  behind  the 
lens  to  be  identical  with  the  normal  eye  on  the 
other  side. 


-3.00  SPHERE 


-3.00  CYLINDER 
180  AXIS 
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The  Management  of  Certain  Cases 
of  Diplopia  Without  Patching 

Diplopia  in  those  patients  having  cranial  nerve 
damage  or  some  other  reasons  for  intractable 
diplopia,  should  they  desire  not  to  be  managed 
surgically  or  by  prisms,  can  be  alleviated  by 
painting  the  back  of  one  lens  of  their  spectacles 
with  clear  fingernail  polish.  This  frequently  is 
sufficient  to  blur  the  image  and  thereby  reduce  the 
degree  of  diplopia,  as  well  as  permitting  the  eye  to 


be  observed  through  the  spectacle  apparently 
normal.  Many  times  this  simple  device  is  successful 
in  management  without  recourse  to  a patch,  and  at 
a significant  cosmetic  improvement. 


The  Alignment  of  a Non-Seeing  Eye 
by  Optical  Control  of  the  Fixing  Eye 

The  deviation  of  a non-seeing  eye  is  a common 
occurrence  whether  it  is  secondary  to  disease  or  to 
trauma.  In  the  young,  the  deviation  is  frequently 
to  esotropia;  however,  one  occasionally  sees  an 
exotropia.  Under  particular  circumstances  in 
youth,  it  is  possible  to  control  the  alignment  of 
this  blind  eye.  Altering  the  accommodative-con- 
vergence synkinesis  of  the  sound  eye  by  using  plus 
or  minus  sphere  is  the  method  by  which  this  is 
done. 


If  there  is  an  esotropia  of  the  blind  eye  and  the 
cycloplegic  refraction  of  the  seeing  eye  demon- 
strates a hypermetropia,  then  a complete  cor- 
rection of  this  hypermetropia  may  reduce  the 
deviation  of  the  blind  eye.  Similarly,  a child  with 
an  exotropia  of  a blind  eye  may  be  helped  by 
alteration  of  the  accommodative-convergence 
synkinesis  using  an  "over  minus  lens"  in  front  of 
the  seeing  eye  and  in  this  manner  draw  the 
non-seeing  eye  in,  improving  the  cosmetic  align- 
ment without  recourse  to  surgery. 

Continued  on  page  20 


June  1979 


Journal  of  the  Medical  Association  of  the  State  of  Alabama 


13 


V-CillinK* 

penicillin  V potassium 

is  the  most 


widely  prescribed 
brand  of  oral  penicillin 


V-Cillin  K* 

penicillin  V potassium 


Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 
Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


900416 


Each  gram 
contains:  Aerosporin*’ 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis), traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


91-70^ 

secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


with  symptomatic 
relief  of  moderate  anxiety 
with  depression 


Rapid  relief  of  the  symptoms  of  moderate  anxiety  in  many  patients 

The  tranquilizer  component  alleviates  symptoms  of  anxiety  and  agitation  within  a few  days, 
without  apparent  dulling  of  mental  acuity.  Hypnotic  effects  from  the  tranquilizer  component 
appear  to  be  minimal,  particularly  in  patients  permitted  to  remain  active.  However, TRIAVIL  may 
impair  mental  and/or  physical  abilities  required  for  the  performance  of  hazardous  tasks. 

Highly  effective  antidepressant  action 

The  antidepressant  component  relieves  symptoms  of  depression  such  as  poor  concentration 
and  feelings  of  hopelessness  as  well  as  early  morning  awakening;  adequate  relief  of  symptoms 
may  take  a few  weeks  or  even  longer. 

Increased  activity  potential  often  results  from  symptomatic  relief 

As  the  symptoms  of  anxiety  and  depression  respond  to  TRIAVIL,  many  patients  may  show  renewed 
interest  in  family  and  recreational  activities  and  are  able  to  function  more  effectively  at  work. 

More  prescribing  convenience 

For  optimal  flexibility  there  are  now  five  tablet  strengths  of  TRIAVIL  for  ease  of  dosage  adjustment. 
For  initial  management  of  patients  with  moderate  anxiety  and  depression,  one  TRIAVIL'"’  2-25 , 
containing  2 mg  perphenazine  and  25  mg  amitriptyline  HCI,  t.i.d.  may  often  be  adequate. 

TRIAVIL®  4-50 , containing  4 mg  perphenazine  and  50  mg  amitriptyline  HCI , provides  b.i.d. 
convenience  for  those  patients  needing  the  larger  total  daily  dose  of  8 mg  perphenazine  and 
too  mg  amitriptyline  HCI  as  initial  or  maintenance  therapy. 

treatment  with  triavil— a balanced  view: 

TRIAVIL  is  contraindicated  in  CNS  depression  from  drugs,  in  the  presence  of  evidence  of  bone 
marrow  depression , and  in  patients  hypersensitive  to  phenothiazines  or  amitriptyline.  It  should  not 
be  used  during  the  acute  recovery  phase  following  myocardial  infarction  or  in  patients  who 
have  received  an  MAOl  within  two  weeks.  Patients  with  cardiovascular  disorders  should  be 
watched  closely.  Not  recommended  in  children  or  during  pregnancy.  TRIAVIL  may  impair  mental 
and/or  physical  abilities  required  for  performance  of  hazardous  tasks  and  may  enhance  the 
response  to  alcohol.  Antiemetic  effect  may  obscure  toxicity  due  to  overdosage  of  other  drugs  or 
mask  other  disorders.  The  possibility  of  suicide  in  depressed  patients  remains  until  significant 
remission  occurs.  Such  patients  should  not  have  access  to  large  quantities  of  the  drug.  Hospitalize 
as  soon  as  possible  any  patient  suspected  of  having  taken  an  overdose. 


Please  see  followinq page 
SHARft  ^ summary 
DOHME  of  prescribing  information. 
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For  moderate 
anxiety  with  depression 


caiiaming  perpher»az.;n?  and  amr:r.p^y\tne  hC 


More  dosage  strengths 

than  any  other  formulation  containing 

a tranquilizer  and  an  antidepressant 


containing  perphenazine  and  amitriptyiine  HCI 

Available; 

TRIAVIL”  2-25;  Each  tablet  contains 
2 mg  perphenazine  and  25  mg  amitriptyline  HCI. 

TRIAVIL"  2-10:  Each  tablet  contains 
2 mg  perphenazine  and  10  mg  amitriptyline  HCI 
TRIAVIL"  4-50:  Each  tablet  contains 
4 mg  perphenazine  and  50  mg  amitriptyline  HCI. 

TRIAVIL*  4-25:  Each  tablet  contains 
4 mg  perphenazine  and  25  mg  amitriptyline  HCI. 

TRIAVIL"  4-10:  Each  tablet  contains 
4 mg  perphenazine  and  10  mg  amitriptyline  HCI 

CONTRAINDICATIONS:  Central  nervous  system  depression  from  drugs  (bar- 
biturates, alcohol,  narcotics,  analgesics,  antihistamines);  evidence  of  bone  mar- 
row depression:  known  hypersensitivity  to  phenothiazines  or  amitriptyline.  Should 
not  be  given  concomitantly  with  a monoamine  oxidase  inhibitor  since  hyperpyretic 
crises,  severe  convulsions,  and  deaths  have  occurred  from  such  combinations. 
When  used  to  replace  a monoamine  oxidase  inhibitor,  allow  a minimum  of  14  days 
to  elapse  before  initiating  therapy  with  TRIAVIL.  Therapy  should  then  be  initiated 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  Is  achieved. 
Not  recommended  for  use  during  acute  recovery  phase  following  myocardial 
infarction 

WARNINGS:  TRIAVIL  should  not  be  given  concomitantly  with  guanethidine  or 
similarly  acting  compounds  since  TRIAVIL  may  block  the  anti  hypertensive  action 
of  such  compounds  Use  cautiously  in  patients  with  history  of  urinary  retention, 
angle-closure  glaucoma,  increased  intraocular  pressure,  or  convulsive  disorders. 
Dosage  of  anticonvulsive  agenfs  may  have  fo  be  increased.  In  pafients  with 
angle-closure  glaucoma,  even  average  doses  may  precipitate  an  attack.  Patients 
with  cardiovascular  disorders  should  be  watched  closely.  Tricyclic  antidepres- 
sants. including  amitriptyline  HCI,  have  been  reported  to  produce  arrhythmias, 
sinus  tachycardia,  and  prolongation  of  conduction  time,  particularly  in  high  doses. 
Myocardial  infarction  and  stroke  have  been  reported  with  tricyclic  antidepressant 
drugs.  Close  supervision  is  required  for  hyperthyroid  patients  or  those  receiving 
thyroid  medication.  May  impair  mental  and/or  physical  abilities  required  for 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a motor 
vehicle.  In  patients  who  use  alcohol  excessively,  potentiation  may  increase  the 
danger  inherent  in  any  suicide  attempt  or  overdosage.  Not  recommended  in 
children  or  during  pregnancy. 

PRECAUTIONS:  Suicide  is  a possibility  in  depressed  patients  and  may  remain 
until  significant  remission  occurs.  Such  patients  should  not  have  access  to  large 
quantities  of  fhls  drug. 

f^rphenazine:  Should  nof  be  used  indiscriminately.  Use  with  caution  in  patients 
who  have  previously  exhibited  severe  adverse  reactions  to  other  phenothiazines. 
Likelihood  of  some  untoward  actions  is  greater  with  high  doses.  Closely  supervise 
with  any  dosage  The  antiemetic  effect  of  perphenazine  may  obscure  signs  of 
foxicity  due  fo  overdosage  of  other  drugs  or  make  more  difficult  the  diagnosis  of 
disorders  such  as  brain  tumor  or  intestinal  obstruction.  A significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intolerance  to 
perphenazine,  in  which  case  discontinue. 

If  hypofension  develops,  epinephrine  should  nof  be  employed,  as  its  action  is 
blocked  and  partially  reversed  by  perphenazine.  Phenothiazines  may  potentiate 
the  action  of  cenfral  nervous  sysfem  depressants  (opiates,  analgesics,  antihis- 
tamines. barbiturates,  alcohol)  and  atropine.  In  concurrent  therapy  with  any  of 
these, TRIAVIL  should  be  given  in  reduced  dosage.  May  also  potentiate  the  action 
of  heaf  and  phosphorous  insecficldes  There  is  sufficient  experimental  evidence  to 
conclude  that  chronic  administration  of  anfipsychotic  drugs  which  increase 
prolactin  secretion  has  the  potential  to  induce  mammary  neoplasms  in  rodents 
under  the  appropriate  conditions  There  are  recognized  differences  in  fhe 
physiological  role  of  prolactin  between  rodents  and  humans.  Since  there  are,  at 
present,  no  adequate  epidemiological  studies,  the  relevance  to  human  mammary 
cancer  risk  from  prolonged  exposure  to  perphenazine  and  other  antipsychotic 
drugs  is  not  known. 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients  may  experi- 
ence a shift  toward  the  manic  phase  if  they  are  treated  with  an  antidepressant. 
Fbtients  with  paranoid  symptomatology  may  have  an  exaggeration  of  such 
symptoms  The  tranquilizing  effect  of  TRIAVIL  seems  to  reduce  the  likelihood  of  fhis 
effect.  When  amitriptyline  HCI  is  given  with  anticholinergic  agents  or  sympatho- 
mimetic drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required  Paralytic  ileus  may 
occur  in  patients  taking  tricyclic  antidepressants  in  combination  with  anticholiner- 
gic-type  drugs. 


Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol  concurrenfly. 
Transient  delirium  has  been  reported  in  patients  who  were  treated  with  1 g of 
ethchlorvynol  and  75-150  mg  of  amitriptyline  HCI. 

Amitriptyline  HCI  may  enhance  the  response  to  alcohol  and  the  effects  of 
barbiturates  and  other  CNS  depressants. 

Concurrent  administration  of  amitriptyline  HCI  and  electroshock  therapy  may 
increase  the  hazards  associated  with  such  therapy.  Such  treatment  should  be 
limited  to  patients  for  whom  it  is  essential  Discontinue  several  days  before  elective 
surgery  if  possible.  Elevation  and  lowering  of  blood  sugar  levels  have  both  been 
reported.  Use  with  caution  in  patients  with  impaired  liver  function. 

ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constituent  alone. 
Perphenazine:  Extrapyramidal  symptoms  (opisthotonus,  oculogyric  crisis, 
hyperreflexia,  dystonia,  akathisia,  acute  dyskinesia,  ataxia,  parkinsonism)  have 
been  reported  and  can  usually  be  controlled  by  the  concomitant  use  of  effective 
antiparkinsonian  drugs  and/or  by  reduction  in  dosage,  but  sometimes  persist  after 
discontinuation  of  the  phenothiazine. 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or  may 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  been 
discontinued.  The  risk  appears  to  be  greater  in  elderly  patients  on  high-dose 
therapy,  especially  females.  Symptoms  are  persistent  and  in  some  patients  appear 
to  be  irreversible  The  syndrome  is  characterized  by  rhythmical  involuntary 
movements  of  the  tongue,  face,  moufh,  or  jaw.  Involuntary  movements  of  fhe 
extremities  sometimes  occur.  There  is  no  known  treatment  for  tardive  dyskinesia; 
anti  parkinsonism  agents  usually  do  not  alleviate  the  symptoms.  It  is  advised  that  alt 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear.  If  treatment  is 
reinstituted,  or  dosage  of  the  particular  drug  increased,  or  another  drug  substi- 
tuted, the  syndrome  may  be  masked.  Fine  vermicular  movements  of  the  tongue 
may  be  an  early  sign  of  the  syndrome.  The  full-blown  syndrome  may  not  develop 
if  medicafion  is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching,  erythema, 
urticaria,  eczema,  up  to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions);  peripheral 
edema;  reversed  epinephrine  effect:  hyperglycemia;  endocrine  disturbances 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle);  altered 
cerebrospinal  fluid  profelns;  paradoxical  excitement;  hypertension,  hypotension, 
tachycardia,  and  ECG  abnormalities  (quinidine-like  effect);  reactivation  of  psy- 
chotic processes;  catatonic-like  states;  autonomic  reactions,  such  as  dry  mouth 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obstipation, 
urinary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a change 
in  pulse  rate;  other  adverse  reactions  reported  with  various  phenothiazine 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cerebral 
edema,  polyphagia,  pigmentary  retinopathy,  photophobia,  skin  pigmentation,  and 
failure  of  ejaculation. 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (pancyto- 
penia, thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophilia); 
and  liver  damage  (jaundice,  biliary  stasis). 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long-term 
administration  of  some  phenothiazines.  Although  It  has  not  been  reported  in 
patients  receiving  TRIAVIL,  the  possibility  that  it  might  occur  should  be  considered. 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  have  also 
been  reported. 

Amitriptyline:  Note:  Listing  includes  a few  reactions  not  reported  for  this  drug,  but 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antidepressant 
drugs  and  must  be  considered  when  amitriptyline  is  administered.  Cardiovascu- 
lar: Hypotension;  hypertension;  tachycardia;  palpitation;  myocardial  infarction; 
arrhythmias;  heart  block;  stroke.  CNS  and  Neuromuscular:  Confusional  states; 
disturbed  concentration;  disorientation;  delusions;  hallucinations;  excitement; 
anxiety;  restlessness;  Insomnia;  nightmares;  numbness,  tingling,  and  paresthesias 
of  fhe  exfremifies;  peripheral  neuropathy;  incoordination;  ataxia;  tremors;  sei- 
zures; alteration  in  EEG  patterns;  extrapyramidal  symptoms;  tinnitus;  syndrome  of 
inappropriate  ADH  (antidiuretic  hormone)  secretion.  Anticholinergic:  Dry  mouth; 
blurred  vision;  disturbance  of  accommodation;  increased  intraocular  pressure; 
constipation:  paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Allergic: 
Skin  rash;  urticaria;  photosensitization;  edema  of  face  and  tongue.  Hematologic: 
Bone  marrow  depression  including  agranulocytosis;  leukopenia;  eosinophilia; 
purpura;  thrombocytopenia.  Gastrointestinal:  Nausea;  epigastric  distress;  vomit- 
ing; anorexia;  stomatitis;  peculiar  taste;  diarrhea;  parotid  swelling;  black  tongue. 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice).  Endocrine:  Testic- 
ular swelling  and  gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased  libido;  elevated  or  lowered  blood  sugar 
levels.  Other:  Dizziness,  weakness;  fatigue;  headache;  weight  gain  or  loss; 
increased  perspiration;  urinary  frequency;  mydriasis;  drowsiness;  alopecia.  With- 
drawal Symptoms:  Abrupf  cessafion  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise.  These  are  not  indicative  of  addiction. 
OVERDOSAGE:  All  patients  suspected  of  having  taken  an  overdosage  should  be 
admitted  to  a hospital  as  soon  as  possible  Treatment  is  symptomatic  and 
supportive.  However,  the  intravenous  administration  of  1 -3  mg  of  physostigmine 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  poison- 
ing. Because  physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigmine 
should  be  repeated  as  required  particularly  if  life-threatening  signs  such  as 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosage  of 
physostigmine.  On  this  basis,  in  severe  overdosage  with  perphenazine-amitrip- 
tyline combinations,  symptomatic  treatment  of  central  anticholinergic  effects  with 
physostigmine  salicylate  should  be  considered.  J8TR31  (DC6613215) 
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For  more  detailed  information,  consult  your  MSD  Representative 
or  see  full  Prescribing  Information.  Merck  Sharp  & Dohme,  Division 
ot  Merck  & Co.,  INC.,  West  Point,  Pa.  19486. 
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A simple  solution  for  beating 
the  high  cost  of  feeding  babies. 


Powdered  Soyalac  mixed  with  water  (according  to 
directions  on  the  label)  is  an  inexpensive,  soy-based 
infant  formula  your  patients  can  buy. 

Up  to  50%  less  expensive  than  ready-to-serve 
formulas. 

Up  to  25%  less  expensive  than  liquid  concentrates. 
Including  our  own! 

Soyalac  is  the  only  leading  milk-free  infant  for- 
mula available  as  an  inexpensive  powder.  It  provides 
exactly  the  same  nutritional  balance  as  Soyalac’s  con- 


centrated and  ready-to-serve  infant  soy  formulas  - a 
a fraction  of  the  cost. 

Your  patients  who  use  formula  will  appreciate 
knowing  about  it. 

For  detailed  information  and  samples,  please  cal 
or  write  the  Soyalac  sales  representative  in  your  area 

Loma  Linda  Foods  11303  Pierce  Street 
Riverside,  CA  92313  (7M)  783-2473 
Loma  Linda  Foods  13246  3X'ooster  Road 
Mount  Vernon,  OH  43030  (614)  397-7077 


Continued  from  page  13 


Prism  Management  of  a Small  Angle  Esodeviation 
after  a Method  Developed  by  Jampolsky 


Those  individuals  successfully  managed  by  this 
method  cannot  have  an  angle  of  esodeviation 
greater  than  15  prism  dioptors.  This  deviation  may 
be  found  to  be  significantly  unacceptable  cosmetic- 
ally, but  insignificant  enough  to  attack  surgically. 
Using  this  technique,  a base-out  prism  of  five 
dioptors  is  placed  over  the  fixing  eye  and  a base-in 
prism  of  the  same  amount  is  placed  over  the 


deviating  eye.  By  this  procedure,  one  shifts  the 
fixation  of  the  fixing  eye  five  dioptors  medially 
and  optically  subtracts  five  prism  dioptors  of  the 
residual  eso  from  the  non-fixing  eye,  and  in  this 
manner  converts  a fifteen  dioptor  esotropia  to  an 
improved  cosmetically  five  dioptor  bilateral  esotro- 
pia. 

This  type  of  optical  subtraction,  which  is  very 
successful  in  small  degrees  of  esotropia,  unfortu- 
nately becomes  less  successful  in  larger  degrees  of 
esotropia  and  is  unsuccessful  in  the  management  of 
exotropia  of  any  degree. 
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Spectacle  Frames 

Common  observations  dictates  the  size  and  type 
of  frame  employed  with  an  ocular  deviation  may 
greatly  exaggerate  or  minimize  the  deviation.  Just 
as  the  proper  choice  of  design  in  clothes  tends  to 
camouflage,  spectacles  do  also.  Esotropia  is  exag- 
gerated by  large,  laterally  expansive  frames,  but 
this  same  frame  compliments  exotropia.  The  re- 
verse of  this  rule  also  holds  - i.e.,  esotropes  should 
wear  smaller  frames  and  exotropes  larger  frames 
for  best  cosmetic  appearance. 


The  author  would  greatfuUy  acknowledge  the  help 
and  advice  of  Arthur  Janipolsky,  M.D.,  Sniith- 
Kettlewell  Institute,  San  Francisco,  California: 
Melvin  Carlson,  M.D.,  Seattle,  Washington:  and 
Tom  Williams,  M.D.,  Murray,  Utah. 


June  1979 


Journal  of  the  Medical  Association  of  the  State  of  Alabama 


21 


ALCOHOLISM.  DEPRESSION.  STRESS.  DRUG  ABUSE. 

IS  THERE  A WAY  OUT? 

ASK  TWO  ALABAMA  HOSPITALS. 

Two  private  psychiatric  hospitals  in  Alabama  offer  individualized,  intensive  treatment  for 
emotional  disorders. 

Owned  and  operated  by  Charter  Medical  Corporation,  each  facility  meets  the  unique  needs 
of  the  emotionally  ill  patient  through  treatment  programs  for  adolescent  disorders,  addictive 
diseases,  and  adult  disorders. 

Under  the  direction  of  staff  psychiatrists,  a full  range  of  diagnostic,  therapeutic  and  laboratory 
treatments  are  offered,  with  a support  staff  of  nursing,  social  service,  psychology,  special 
education,  occupational  and  recreational  therapy. 


In  addition,  a third  hospital  — in  Dothan,  Alabama  — is  now  under  construction  and  will  open 
in  late  1980. 


SOUTHLAND 

HOSPITAL 


Adult  Program  • Adolescent  Program 
Addictive  Disease  Program 
251  Cox  Street  • Mobile,  Alabama  36604 
205  / 432  8811 

A facility  of  Charter  Medical  Corporaton 


THERE  ARE  ANSWERS. 
CALL  US.  WE  CARE. 


Adult  Program  • Adolescent  Program 
Addictive  Disease  Program 
2205  Beltline  Rd.,  S.W.  • P.O.  Box  1230 
Decatur,  Alabama  35602 
205  / 350-1450 

A facility  of  Charter  Medical  Corporation 


dioctyl  sodium  sulfosuccinate  ^ 

' .-x'y.Jy 

Colace  means  escape— from  laxative 
stimulation,  from  laxative  harshness, 
from  laxative  habit.  Colace  gently 
helps  soften  stools  for  easy,  painless, 
unstrained  elimination.  It’s  the  great- 
laxative  escape,  from  infancy  to  oW 
age.  Available  in  100  and  50  mg.  Cap- 
sules. Syrup  or  liquid. 


C.  
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodllan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 

Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  be  a valuable  adjunct  in  planning  a total  therapeutic  program  for 
vascular  insufficiency. 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  Information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg. ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  snould  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg,  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg,  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml,  ampuls, 

U S Pat  No  3,056,836 


Vasodilan  20-mg  tablets 

(ISOXSUPRINE  HCI) 


20  mg  q.i.d.  recommended  dosage 


PHARMACEUTICAL  DIVISION 
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This  asllmidlc 

isn’t  worried  aDout  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  en 


Each  capsule  or  toblespoonful  ( 1 5 ml)  liquid 
confoins  rheophylline  (onhydrous)  150  mg 
ond  glyceryl  guoiocolofe  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions:  For  rhe  sympromaric  relief  of  bronchosposnc 
condirions  such  os  bronchial  osrhmo.  chronic  bronchiris, 
and  pulmonary  emphysema 

Wornings:  Do  nor  odminisrer  more  frequently  rhon  every 
6 hours,  or  within  12  houts  oftet  reaal  dose  of  ony  ptepoto- 
tion  contolning  theophylline  ot  ominophylline  Do  not 
give  other  compounds  containing  xanthine  derivatives 
concurrently 

Precoutions:  Use  with  coution  in  patients  with  cordioc 
diseose,  hepatic  or  renol  impairment.  Concurrent  odminis- 
rrotion  with  certain  antibiotics,  i.e. , clindomycin.  erythro- 
mycin, rroleondomycin.  moy  result  in  higher  serum  levels 
of  theophylline  Plasma  prothrombin  and  foaor  V moy 
increose,  bur  ony  clinical  effea  is  likely  to  be  smoll.  Metob- 
olites  of  guoifenesin  moy  contribute  to  increosed  urinory 
5-hydroxyindoleocetic  acid  reodings,  when  determined 
with  nirrosonophrhol  teogent.  Sofe  use  in  pregnoncy  hos 
not  been  established  Use  in  cose  of  pregnoncy  only  when 
clearly  needed 

Adverse  Reoaions:  Theophylline  moy  exert  some  srimu- 
loting  effea  on  rhe  central  nervous  system  Its  odmlnisrro- 
tion  moy  cause  local  irritation  of  the  gosrric  mucoso,  with 
possible  gostric  discomfort,  nouseo,  ond  vomiting  The 
frequency  of  adverse  reoaions  is  reloted  to  the  serum 
theophylline  level  and  is  not  usuolly  o problem  at  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Copsules  in  bottles  of  100  ond  1000  ond 
unit-dose  poclss  of  100:  Liquid  in  bottles  of  1 pint  ond  1 
gollon 

See  package  insert  for  complete  prescribing  informatian. 


PHARMACEUTICAL  DIVISION 
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75'"  CME  Congress 

Highlights  International  Medicine 


by  George  D.  Getting,  Ed.  D, 

Director  of  Education 

A special  convocation  at  the  Washington  Cathedral 
served  as  the  impressive  opening  ceremony  for  this 
Congress  celebration.  Highlights  included  an  acad- 
emic procession  of  leading  medical  educators  from 
around  the  world,  beautiful  bell  and  organ  music 
and  the  presentation  of  AMA  Medical  Education 
Medals  to  11  distinguished  educators  from  China, 
Canada,  Spain,  Columbia,  Israel,  England,  Sweden, 
Japan,  and  the  United  States. 

Among  the  Alabamians  noted  at  the  meetings 
were  the  Drs.  Ted  and  Margaret  Klapper,  John 
Packard,  David  Haigler,  and  Jim  Campbell. 

Many  of  the  awards  recipients  also  presented 
commentary  on  medical  education  in  their  own 
countries.  These  are  some  of  the  highlights  I 
thought  you  might  find  interesting: 

Scotland:  Ronald  H.  Girwood,  M.D.,  Dean  of 
the  Faculty,  University  of  Edinburgh,  historically 
reviewed  the  significant  influence  of  the  Edinburgh 
Medical  School  on  American  medicine,  particularly 
in  the  18th  century.  Hundreds  of  American  physi- 
cians received  their  medical  schooling  at  Edin- 
burgh; in  fact,  most  doctors  serving  in  the  Revolu- 
tionary War— on  both  sides— were  trained  there. 
Many  American  medical  students  at  Edinburgh 
treated  British  soldiers  brought  back  from  the 
Colonial  War.  He  further  cited  the  influence  of 
Edinburgh— trained  physicians  who  founded  Amer- 
ican medical  Schools  in  Philadelphia  and  New 
York. 

England:  Sir  George  Smart,  M.D.,  Dean  Emeri- 
tus, University  of  London,  reported  considerable 
growth  in  the  organization  of  post-graduate  medi- 
cal training— both  in  specialties  and  CME  updating. 
Over  300  postgraduate  education  centers  have  been 
established;  usually  these  are  situated  in  a district 
general  hospital,  but  they  are  available  for  use  by 
all  health  professionals.  After  the  meeting,  I asked 
Sir  George  if  he  felt  the  recent  change  in  the 
British  government  would  affect  the  National 


Health  system.  He  said  that  there  would  be  no 
drastic  changes  since  both  parties  are  committed  to 
this  system.  He  did  report  that  the  number  of  beds 
available  for  private  patients  in  hospitals  is  declin- 
ing and  that  now  one  of  the  big  "perks”  given  to 
business  executives  is  private  health  insurance  so 
they  won't  have  to  use  the  government  health  care 
system. 

Sweden:  Professor  Gunnar  Strom,  M.D.,  of  the 
University  Hospital,  Uppsala,  related  that  the 
Swedish  system  also  is  based  on  a regional  concept 
of  health  care.  MDs,  who  are  the  highest  paid 
profession,  are  hired  by  the  local  counties.  At 
present,  physicians  average  50  hours  work  per 
week,  and  he  predicts  this  may  go  to  40.  Six 
regional  medical  faculties  teach  medical  students 
who  come  from  the  top  2%  of  their  university 
classes.  Selectees  to  Swedish  Medical  Schools  aver- 
age 29  years  old  and  frequently  come  from  other 
skilled  professions.  Things  have  improved  greatly 
he  noted  since  the  early  1860s  when  teaching 
hospitals  had  a strict  rule  that  no  more  than  two 
patients  were  allowed  in  the  same  bed  at  any  one 
time. 

Columbia:  Antonio  Ordonez-Plaja,  M.D.,  of  Bo- 
tota  pointed  out  a problem  not  found  today,  as  he 
discussed  the  early  history  of  Columbian  medical 
training.  Back  in  1619  the  Pope  gave  the  College  of 
Santo  Domingo  permission  to  offer  medical  teach- 
ing—but  they  had  no  students!  However,  the 
dominant  influence  on  Columbian  medicine  for 
many  centuries  was  France— where  most  medical 
students  were  trained.  This  changed  after  World 
War  II  with  the  growth  of  U.S.  involvement  and 
assistance  to  Columbian  Medical  Schools.  Unfortu- 
nately, he  added  that  problems  arose  because 
everything  American  was  blindly  adopted  without 
relating  it  to  local  needs. 

China:  Professor  Huang  Chia-Ssu,  M.D.,  Presi- 
dent of  the  Chinese  Academy  of  Medicine,  divided 
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CALL  THE  COLLECTION  SERVICE  DIVISION 
OF  THE  CREDIT  BUREAU  NEAREST  YOU. 


ASSOCIATED  CREDIT  BUREAUS  OF  ALABAMA 


Serving  Professionals  Throughout  Alabama 
No  Collection  / No  Charge 
Affiliated  With  Over  2500  Agencies 
Throughout  The  United  States  And  Abroad 


ASSOCIATED 
CREDIT  BUREAUS 
OF  ALABAMA 

There’s  a collection 
specialist  near  you... 

refer  those 
delinquent  accounts. 


ALEXANDER  CITY 234-3404 

ANDALUSIA  222-4194 

ANNISTON  237-5481 

ARAB 586-3162 

BAY  MINETTE  937-7470 

BESSEMER  425-1662 

BIRMINGHAM  252-7121 

CLANTON 755-2342 

CULLMAN  734-4141 

DALEVILLE  598-2481 

DECATUR 353-8210 

DOTHAN  794-3102 

FLORENCE 764-7871 

FOLEY  943-2551 

GADSDEN 547-6861 

GREENVILLE 382-3144 

GUNTERSVILLE 582-3167 

HALEYVILLE 486-2489 

HUNTSVILLE 533-9010 

JASPER 387-1411 

MOBILE 433-0231 

MONROEVILLE  572-2181 

MONTGOMERY 834-3950 

ONEONTA  625-3861 

OPELIKA 745-5794 

OZARK  774-4974 

PHENIXCITY 298-2521 

SCOTTSBORO  574-3620 

SELMA  875-3600 

SYLACAUGA 245-3266 

TALLADEGA 362-2352 

TROY 566-6063 

TUSCALOOSA  345-3030 


his  whole  talk  into  two  parts— the  sad  state  of 
Chinese  medicine  prior  to  1948  and  the  great 
strides  "since  liberation"  by  the  Communists.  His 
statistics  certainly  do  indicate  significant  strides 
with  the  current  116  medical  college— at  least  one 
in  every  province.  In  the  current  five-year  medical 
school  program,  the  same  curriculum  and  text 
books  are  used  for  all  schools.  Real  efforts  are 
being  made  to  integrate  traditional  Chinese  medi- 
cine (particularly  the  use  of  herbs)  with  modern 
medicine.  Ten  percent  of  the  curriculum  is  devoted 
to  this,  and  there  are  also  24  colleges  of  traditional 
Chinese  medicine.  Several  levels  of  medical  care  are 
offered  with  the  grass  roots  medicine  being  offered 
by  1,800,000  "barefoot  doctors"  who  have  been 
locally  trained  to  diagnose  and  treat  20-30  com- 
mon diseases. 

Common  Treads: 

I hesitate  to  make  any  generalizations  about 
medical  education  around  the  world  today,  but 
several  trends  did  seem  to  be  common  in  many  of 
the  presentations. 

Most  speakers  reported  a significant  growth  in 
the  number  of  medical  schools  in  their  countries  in 


the  past  few  years— both  public  and  private.  Two 
factors  were  repeatedly  cited  for  this  growth— the 
public  demand  for  more  medical  care  and  the 
tremendous  increase  in  applicants  for  medical 
school.  Even  with  additional  schools  being  opened, 
the  competition  for  selection  is  tougher  now  than 
in  the  past. 

A heightened  interest  in  family  medicine  rather 
than  exotic  specialties  was  noted,  with  consider- 
able concern  for  providing  for  basic  health  needs. 
Training  in  the  technology  of  medicine  did  not 
seem  as  important  as  training  physicians  to  really 
care  for  their  patients.  As  the  Japanese  representa- 
tive summarized,  their  goal  was  "to  educate  and 
train  doctors  so  as  to  make  them  very  kind  and 
humane." 

This  was,  by  far,  the  most  interesting  and 
enjoyable  Congress  I have  attended.  The  program 
had  a different  twist  with  very  few  of  the  "feds 
(HEW,  FTC,  etc.)  are  taking  over  organized  medi- 
cine" alarmist  presentations,  usually  heard  at  na- 
tional meetings.  The  locale  was  ideal— so  much 
better  than  the  past  February  Eskimo  conclaves  in 
Chicago.  I hope  this  venue  change  is  permanent. 


Now  there's  help 
lor  the 

alcoholic  patient. 

More  than  ever  before,  physicians  are  facing  this  problem. 
Now,  there  is  an  answer. 

After  extensive  research,  Brookwood  Health  Services 
has  developed  the  Alcoholism  Recovery  Program  which 
IS  offered  by  Brookwood  Lodges  at  Valley  Spnngs, 
Alabama. 

The  program  includes  four  phases:  Detoxification  and 
medical  treatment  at  Brookwood  Medical  Center,  a 28 
day  treatment  program  at  Brookwood  Lodge,  liaison  with 
appropriate  community  groups  and  an  extensive,  two 
year  "after  care"  program. 

This  program  is  approved  by  Blue  Cross  and  most 
other  major  health  insurers.  It  is  the  only  program  of  its 
kind  in  Alabama. 

When  an  alcoholic  patient  turns  to  you  for  help,  contact 
Dr.  Jack  C.  Whites  at  Brookwood  Lodge/ Valley  Springs, 
Warrior,  Alabama.  Phone  647-1945. 


Brookwood 

Lodges 


The  Alcoholism  Division  of  BRCXDKWOOD  HEALTH  SERVICES,  INC 
2000-D  Brookwood  Medical  Center  E>ive  • Birmingham,  Alabama  35209 
Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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The  Courage 
To  Change 


“The  only  thing  necessary  for  the  triumph  of  evil 
is  for  good  men  to  do  nothing.  ” 

— Edmund  Burke 


Remarks  Of 

George  T.  C.  Way,  M.D.,  President, 

Medical  Society  Of  The  State  Of  New  York 
To  The  Board  Of  Trustees  Of  The 
American  Medical  Association 

If  you  are  like  me,  then  you  are  greatly 
concerned  and  somewhat  overwhelmed  by  the 
onerous  pressures,  accusations,  and  obvious  cam- 
paigns against  organized  medicine. 

If  you  are  like  me,  you  are  becoming  increasing- 
ly concerned  about  this  great  country  of  ours  and 
the  direction  in  which  it  seems  to  be  drifting  — and 
I use  this  latter  verb  in  its  strictest  and  most  literal 
sense  — for  more  and  more,  change  in  the  United 
States  seems  to  be  without  the  great  purpose  which 
contributed  so  much  to  this  country's  founding 
and  earliest  years. 

And,  if  you  are  like  me,  you  are  peace-loving, 
but  within  yourself  you  are  feeling  a growing  sense 
of  militancy  and  a desire  for  aggressive  action. 

To  understand  why  medicine  is  where  it  is  and 
as  to  why  we  are  subject  to  these  many  pressures, 
one  must  understand  what  is  going  on  in  America, 
for  we  physicians  are  deeply  immersed  in  this 
caldron  of  confusion. 

America,  the  land  of  the  free  — created  and 
repeatedly  defended  by  the  brave;  conceived  and 


built  by  free  and  independent  men  and  women;  a 
country  where  the  individual  was  all-important  and 
government  was  there  to  serve  him;  this  was  the 
America  that  made  people  around  the  world  dream 
and  aspire  to  become  a part  thereof.  Some  died  in 
an  effort  to  get  here;  many  made  it.  It  was  a land 
of  unlimited  resources  and  of  unlimited  potential. 

The  shoemaker's  son,  who  was  destined  back 
home  to  become  a shoemaker  because  all  other 
avenues  were  closed  to  him. could  come  to  America 
and  become  almost  anything  if  two  conditions 
were  met;  firstly,  he  had  to  have  adequate 
"smarts"  which  to  me  is  a God-given  attribute;  and 
secondly,  he  had  to  get  off  his  "duff"  and  perform. 
The  sky  was  really  the  limit. 

In  addition,  this  country  was  huge  and  its 
resources  beyond  belief.  It's  potential  could  only 
be  realized  by  a dreamer,  for  only  such  an 
individual  had  the  insight  and  wisdom  to  sit  down 
and  write  a Constitution  such  as  ours,  one  that 
created  a system  of  checks  and  balances;  that 
separated  state  and  church  so  that  national  con- 
science and  morality  would  not  be  subject  to 
governmental  law  and  regulation;  and  most  impor- 
tantly, a country  where  individual  rights  and 
personal  freedom  were  paramount. 

Within  this  framework  of  idealism  and  liberty,  a 
nation  grew  and  prospered  with  rapidity  and 
success  such  as  the  world  had  never  seen  before 
and  quite  likely  will  never  see  again.  And  yet,  we 
find  that  many  and  most  of  the  principles  that 
made  this  country  great  are  being  repudiated  by 
government  in  an  aura  of  economic  and  political 
policies  collective  growth  of  our  nation. 
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Discarding  The  Past 

Arthur  Krock,  who  for  many  years  was  the  chief 
of  the  Washington  Bureau  of  The  New  York  Times, 
wrote,  "The  United  States  merits  the  dubious 
distinction  of  having  discarded  its  past  and  its 
meaning  in  one  of  the  briefest  spans  of  modern 
history." 

It  should  not  come  as  a surprise  or  as  sudden 
news  to  any  of  us  that  there  is  a loosely  cohesive 
corps  of  intelligentsia  that  dwells  in  ivied  halls, 
government  office  buildings,  bureaus  and  agencies; 
that  lives  and  operates  with  the  philosophy  that  a 
socialistic  and  egalitarian  government  is  best  for 
the  United  States.  This  is  the  hidden  power  in 
government  that  must  never  be  subject  to  the  test 
of  the  electoral  process,  while  functioning  to  a 
large  extent  without  firm  control  from  those 
whom  we  choose  as  our  leaders.  We  are  seeing  an 
example  of  the  power  of  this  hidden  group  with 
President  Carter  today. 

Mr.  Carter  has  been  a most  ineffective  President. 
Much  of  his  inability  to  perform  has  been  that 
some  of  his  ideas  have  been  totally  unacceptable  to 
this  hidden  power  in  government.  Most  outstand- 
ing were  his  plans  for  reorganization  of  the 
administrative  branch  of  the  Federal  Government 
and  the  elimination  of  the  many  abuses  in  the  Civil 
Service  System.  These  were  not  wanted,  and  the 
President  with  all  the  prestige  of  his  office  could 
not  effect  these  changes. 

Milton  Friedman,  perhaps  the  most  outstanding 
economist  in  America  today,  now  retired,  a Nobel 
Laureate,  currently  a not  too  quiet  citizen  of 
Vermont  and  California,  and  yet  a new  and  recent 
consultant  to  the  President,  and  a very  knowledge- 
able columnist  at  Newsweek  magazine,  has  elo- 
quently voiced  the  problem. 

"The  view  that  if  there  is  a problem,  if  there  is 
something  wrong,  the  way  to  deal  with  it  is  to  pass 
a law,  set  up  a governmental  agency  (staffed  of 
course  by  the  intellectuals  urging  this  solution)  and 
use  the  police  power  of  the  state  to  correct  it,  is  a 
superfically  appealing  view. 

"On  the  other  hand,  the  view  that  the  govern- 
ment is  the  problem,  not  the  cure,  and  that  the 
invisible  hand  of  private  cooperation  through  the 
market  is  far  more  effective  than  the  visible  hand 
of  government,  is  a sophisticated,  subtle  view  that 
is  far  harder  to  get  across." 

So  we  find  ourselves  today  in  the  circumstances 
where  40%  of  the  total  national  income  is  spent  to 
run  all  forms  of  government  and  20%  of  all 
employed  people  work  for  the  government. 

Woodrow  Wilson,  a most  intellectual  President, 
said,  "Liberty  has  never  come  from  the  govern- 
ment. . . The  history  of  liberty  is  the  history  of  the 


limitation  of  governmental  power,  not  the  increase 
of  it.” 

We  are  now  faced  with  the  concept  of  limited 
resources  in  America,  be  it  either  gasoline  or  finite 
funds  for  health  care.  Milton  Friedman  has  sum- 
med this  up  very  well  by  saying; 

"We've  always  had  a finite  amount  of  ener- 
gy. . . We  had  finite  supplies  of  wood  in  the  early 
pioneer  days.  How  did  we  make  the  transition 
from  using  wood  to  using  coal,  from  using  coal  to 
using  oil,  from  using  oil  to  using  natural  gas?  How 
in  God's  name  did  we  make  that  transition  without 
a Federal  Energy  Agency?" 

Too  Much  Government 

I must  call  your  attention  to  a most  significant 
book,  and  strongly  urge  that  each  member  of  this 
House  read  it:  "A  TIME  FOR  TRUTH"  by  William 
E.  Simon,  former  Secretary  of  the  Treasury. 

In  this  book  Mr.  Simon  points  out  that  individu- 
al liberty  and  freedom  are  rapidly  disappearing  in 
this  country  because  of  too  much  government.  He 
also  points  out  that  the  greatest  ills  and  problems 
facing  this  country  have  been  created  by  govern- 
mental meddling.  But,  most  importantly,  he  accen- 
tuates the  fact  that  experience  has  shown  that  as 
soon  as  a country  falls  into  the  trap  of  govern- 
mental intervention  in  the  aspects  of  everyday  life, 
the  economic  growth  and  status  of  that  country 
rapidly  wanes. 

A study  of  history  will  note  that  certain  things 
usually  take  place  in  a country  as  personal  liberty 
disappears.  One  is  an  onslaught  on  the  medical  and 
legal  professions,  and  another  is  the  downgrading 
and  muzzling  of  the  press. 

We  are  all  aware  of  the  attacks  on  medicine. 
Were  you  surprised  at  the  President's  attack  on  the 
legal  profession?  Did  you  have  the  same  transitory 
feeling  as  1 that  it  was  about  time  that  someone 
found  fault  with  all  those  damned  lawyers?  But, 
did  you  after  that  initial  feeling  reflect  that 
perhaps  this  attack  was  all  part  of  the  plan? 

Ah,  and  there's  the  press  whom  I have  come  to 
respect  more  and  more  during  the  last  years.  Ever 
since  the  days  of  Watergate  with  deceit,  overriding 
of  civil  liberties,  cover-up,  lying,  hate  lists,  bribery, 
outright  felonies  by  many  of  those  in  the  highest 
places,  there  was  a time  when  I felt  that  all  was 
lost.  But  the  system  worked,  and  many  of  these 
inequities  became  known.  But  the  system  worked, 
not  because  of  government,  but  because  of  a free 
press! 

Just  lately,  the  press  is  beginning  to  feel  the 
pressures  of  power  to  limit  their  freedom:  court 
decisions  allowing  intrusion,  search,  and  seizure 
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without  warrant,  and  reporters  jailed  because  they 
refused  to  divulge  sources  of  information. 

These  are  dangerous  times,  and  I quote  William 
Simon  as  follows: 

"Freedom  is  strangely  ephemeral.  It  is  some- 
thing like  breathing;  one  only  becomes  acutely 
aware  of  its  importance  when  one  is  choking. 
Similarly,  it  is  only  when  one  confronts  political 
tyranny  that  one  really  grasps  the  meaning  and 
importance  of  freedom.  Freedom  is  difficult  to 
understand  because  it  isn't  a presence  but  an 
absence  — an  absence  of  governmental  restraint." 

It  is  in  this  confused  and  trying  country  of  ours 
I that  medicine  is  struggling  and  groping,  perhaps 
trying  to  define  and  redefine  its  proper  role. 

Materialist  Amenion 

Mr.  Aleksandr  Solzhenitsyn,  an  exiled  prophet 
from  our  supposed  enemies,  spoke  at  Harvard, 
decrying  the  materialism  and  immediacy  that  seem 
to  imbue  all  Americans.  He  pleaded  for  a return  to 
the  moral  and  ethical  qualities  of  idealism  and 
goals  that  motivated  our  early  ancestors.  Perhaps 
he  was  speaking  to  medicine. 

The  history  of  medicine  has  always  been  that  of 
self-discipline  and  of  a performance  in  the  care  of 
our  patients  far  above  that  required  by  legal 
definition  and  licensure.  We  call  upon  every  phy- 
sician to  continue  to  perform  and  manage  his 
medical  practice  with  the  same  high  ethical  and 
moral  guidelines  to  which  he  subscribed  when  he 
entered  this  profession. 

Cockeyed  Concepts 

And  along  with  this  dedication  we  must  also 
face  up  to  the  local  and  immediate  problems  of  our 
members  and  the  health  of  the  citizens  of  these 
United  States. 

Those  of  us  in  New  York  State  have  the  dubious 
honor  of  practicing  in  the  field  laboratory  with  all 
the  new  cockeyed  concepts  in  the  modification  of 
the  delivery  of  health  services.  Only  recently  has 
the  AMA  begun  to  realize  that  the  problems  of 
organized  medicine  in  New  York  are  the  problems 
of  the  other  states  two  years  hence. 

All  the  shortcomings  of  the  federal  government 
exist  in  New  York  State. 

Whereas  Washington  is  still  pondering  a cap  on 
hospital  costs,  we  already  have  it  in  New  York. 
Where  else  but  in  New  York  State  was  $565 
million  removed  from  the  health  system  in  1977 
with  the  result  that  two-thirds  of  our  acute  care 
hospitals  are  on  the  verge  of  bankruptcy? 

Where  else  but  in  New  York  State  has  the  State 
Health  Department  been  decimated  in  the  name  of 
planning  from  what  was  a premiere  and  top-trade 
organization  to  one  infiltrated  by  352  accountants. 


who  are  now  making  health  decisions  on  the  basis 
of  dollar  signs? 

Where  else  but  in  New  York  State  are  consider- 
ations being  seriously  given  to  the  regulation  of 
office  and  private  practice?  The  hospitals  in  our 
state  must  report  to,  and  be  subject  to  inspection 
by,  some  162  various  regulatory  and  accrediting 
bodies.  Can  you  imagine  similar  mechanisms 
applied  to  the  office  of  the  private  practitioner! 

Along  with  all  this  we  have  the  problems  of 
membership,  of  continuing  medical  liability,  of 
cost  control,  of  attempts  by  government  to  ration 
medical  care,  of  hospital-physician  relationships, 
and  lastly  of  communication,  which  in  itself  is  no 
mean  achievement. 

Where  else  but  in  New  York  State  are  consider- 
ations being  seriously  given  to  the  regulation  of 
office  and  private  practice?  The  hospitals  in  our 
state  must  report  to,  and  be  subject  to  inspection, 
by,  some  162  various  regulatory  and  accrediting 
bodies.  Can  you  imagine  similar  mechanisms  ap- 
plied to  the  office  of  the  private  practitioner! 

Along  with  all  this  we  have  the  problems  of 
members,  of  continuing  medical  liability,  of  cost 
control,  of  attempts  by  government  to  ration 
medical  care,  of  hospital-physician  relationships, 
and  lastly  of  communication,  which  in  itself  is  no 
mean  achievement. 

It  would  be  disastrous  and  short-sighted  indeed 
if  the  efforts  of  organized  medicine  were  restricted 
to  the  solution  of  day-to-day  problems  alone. 

We  in  medicine  have  a far  greater  concern  for 
our  citizens  and  for  our  country,  and  we  must  sit 
down  with  responsible  leaders  of  the  press,  of  the 
legal  profession,  and  of  business,  in  public  forum, 
to  assess  the  role  of  government  and  its  direction  in 
the  future  of  America. 

The  Medical  Society  of  the  State  of  New  York  is 
recommending  to  the  American  Medical  Associat- 
ion that  a public  forum  be  so  instituted.  Such  an 
undertaking  will  demand  courage,  it  will  take 
money,  and,  most  of  all,  it  will  take  much  abuse.  It 
is  indeed  worth  all  of  that. 

Any  institution,  such  as  the  medical  profession, 
which  is  vital  to  the  welfare  and  wellbeing  of  our 
people,  can  expect  to  be  under  fire  and  pressure 
from  all  sides.  The  greater  our  role  in  society,  the 
more  we  will  be  in  the  spotlight. 

So  I say  to  all  of  you  who  are  deeply  involved  in 
organized  medicine:  Stop  feeling  defensive;  cast 
out  your  paranoia;  discard  your  feelings  of  inade- 
quacy and  ineptitude.  You  enjoy  the  respect  and 
admiration  of  the  American  people  and  you  will 
continue  to  merit  that  esteem  as  long  as  you  meet 
two  criteria:  One,  that  you  continue  to  practice 
the  highest  level  of  medical  care;  and  two,  that  you 
continue  to  show  concern  and  empathy  for  the 
individual  patient. 
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But  you  must  ever  be  aware  that  high  esteem 
with  concomitant  power  confers  upon  the  medical 
profession  ever  greater  responsibility. 

Passivity  Is  Dangerous 

You  must  not  sit  back  passively  and  allow  others 
to  create  and  enact  decisions.  You  have  talent  and 
you  have  skill.  You  should  made  positive  proposit- 
ions, not  only  in  the  delivery  of  health  care,  but  in 
association  with  the  above  mentioned  groups,  in  all 
areas  that  affect  the  lives  of  American  citizens. 

You  should  be  concerned  with  energy,  with 
individual  freedom,  with  unbalanced  budgets,  and 
with  inefficient  and  costly  government,  as  well  as 
the  attempt  to  ration  health  services  and  their 
burdening  costs.  You  should  be  creative,  innova- 
tive, and  still  practical.  You  should  ally  yourselves 
with  those  outside  of  medicine,  those  who  care  and 
who  are  concerned. 

Today  in  Washington,  right  now,  a telephone 
conversation  is  taking  place.  Each  of  the  two 
parties  is  congratulating  the  other  about  what  is 
happening  in  organized  medicine. 

Who  are  these  parties?  One  is  Senator  Kennedy 
and  the  other  is  Mr.  Califano;  and  both  are  smiling. 
For  suddenly  within  the  united  and  ever  powerful 
and  increasingly  effective  coalition  of  diversified 
medical  organization  a major  crack  of  contention 
has  appeared.  It  was  more  than  they  ever  had  dared 
to  hope.  It  is  reminiscent  of  Great  Britain. 

Perhaps  errors  in  judgment  have  been  made.  I 
don't  know. 

Perhaps  the  leaders  in  the  various  organizations 
have  lacked  courage  or  have  been  brash.  I don't 
know. 

Perhaps  these  same  individuals  have  received 
poor  advice.  I don't  know  that  either. 

But  there  are  some  things  that  I do  know. 

First  of  all,  I know  that  name-calling  and 
finger-pointing  is  not  going  to  solve  our  problem. 

And  secondly,  I know  that  an  extramural  means 
for  the  solution  of  our  problem,  namely  the 
courtroom,  or  the  judicial  branch  of  government,  is 
the  last  place  where  we  should  seek  a solution.  This 
would  create  a cancer  in  organized  medicine  that 
would  grow  and  never  heal. 

The  solution  must  be  here  and  it  must  be  during 
this  session  of  the  House. 

I,  therefore,  would  like  to  paraphrase  the  prayer 
of  AL  ANON,  whose  members  lead  trying  and 
frustrating  lives  — 

To  the  members  of  this  House; 

"May  God  grant  us  the  serenity  to  accept  the 
things  we  cannot  change.  May  God  grant  the 
members  of  this  House  the  courage  to  change  those 
things  we  can.  May  God  grant  the  members  of  this 
House.the  wisdom  to  know  the  difference." 


} 
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of  Clotting  Disorders 


Evaluation 


Man-Chiu  Poon,  M D* 

Hemostasis  can  be  broadly  defined  as  the  arrest 
of  bleeding.  When  a blood  vessel  is  disrupted, 
hemostasis  is  accomplished  by  a series  of  events. 
Initially,  platelets  adhere  to  collagen  or  other 
subendothelial  tissue  components.  This  interaction 
causes  the  platelets  to  undergo  release  reaction 
which  stimulates  further  release  reaction  and  aggre- 
gation of  other  platelets.  These  processes  are 
further  augmented  by  trace  amounts  of  thrombin 
generated  by  the  plasma  clotting  systems  through 
the  action  of  tissue  factors  liberated  from  the 
damaged  tissue.  The  platelet  release  products  in- 
clude such  vasoconstrictive  products  as  serotonin 
and  arachidonic  acid  metabolite  thromboxane  A2 
and  may  cause  constriction  of  the  cut  vessels  ^ 
Such  platelet  accumulation  and  vascular  response 
results  in  a temporary  (primary)  arrest  of  bleeding. 
Defects  in  this  phase,  because  the  platelets  are 
decreased  in  number  or  are  functionally  defective, 
are  manifested  by  a prolongation  of  bleeding  time. 

The  coagulation  mechanism,  subsequently  acti- 
vated with  the  generation  of  more  thrombin, 
converts  fibrinogen  to  fibrin  which  becomes  stabil- 
ized by  the  action  of  fibrin  stabilizing  factor 
(factor  XIII).  Several  investigators  suggest  that  in 
vivo  the  platelets  at  the  site  of  platelet  aggregation 
and  release  provide  on  their  surfaces  both  phos- 
pholipids and  specific  receptor  sites  for  interaction 
of  clotting  factors  for  optimal  generation  of 
thrombin.  In  this  environment,  the  generated 
thrombin  may  be  protected  from  their  natural 
inhibitors  present  in  the  plasma. 2. 3 The  Fibrin- 
platelet  mass  constitutes  a firm  hemostatic  plug  for 
permanent  arrest  of  bleeding.  This  phase  of  hemo- 
stasis is  defective  in  patients  with  coagulation 
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al, Birmingham,  Alabama  35233;  Hematologist, 
Alabama  State  Hemophilia  Program,  State  Crippled 
Children  and  Rehabilitation  Service,  Birmingham, 
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disorders  or  defective  fibrin  stabilization.  A delay- 
ed bleeding  following  initial  hemostasis  may  occur 
but  the  bleeding  time  will  be  normal  and  will  serve 
to  differentiate  from  patients  with  platelet  abnor- 
malities. 

The  diagnosis  of  bleeding  disorders  depends  on  a 
careful  clinical  history  and  examination,  as  well  as 
appropriate  laboratory  analyses.  The  history  and 
physical  examination  should  establish  whether  the 
bleeding  is  out  of  proportion  to  the  nature  of  the 
trauma,  and  whether  it  is  of  recent  onset  or 
lifelong  duration.  Bleeding  of  recent  onset  usually, 
but  not  invariably,  suggests  an  acquired  disorder. 
In  such  instances  the  physician  should  look  for 
systemic  or  local  disease,  and  ingestion  of  medica- 
tions that  may  interfere  with  hemostasis.  Lifelong 
bleeding  diathesis  suggests  congential  defects,  and  a 
family  history  will  be  helpful  not  only  in  strength- 
ening the  impression,  but  also  in  establishing  the 
mode  of  inheritance. 

COAGULATION  PATHWAYS 
The  Intrinsic  Pathway 

Coagulation  proceeds  by  one  of  two  pathways, 
the  intrinsic  and  extrinsic.  The  intrinsic  pathway 
consists  of  a series  of  enzymatic  reactions  acting  in 
a waterfall  or  cascade  fashion.  In  the  test  tube, 
activity  in  this  pathway  is  triggered  by  the  activa- 
tion of  factor  XII  (Hageman  factor),  by  a negative- 
ly charged  surface  such  as  glass,  kaolin,  or  celite,  or 
a solution  of  ellagic  acid. 

surface 

factor  XII  >>>>>>>>  >factor  Xlla^.s 
(or  ellagic  acid) 

Once  activated,  factor  XI la  acts  in  concert 
with  prekallikrein  (Fletcher  factor)  and  high  mole- 
cular weight  (HMW)-kininogen  (Fitzgerald  factor) 
to  activate  factor  XI  (Plasma  thromboplastin  ante- 
cedent-PTA). 

factor  XI  la 

factor  XI  v->  >>>>)>  > >factor  Xla^ 
prekallikrein,  HMW-kininogen 

Calcium  is  not  required  in  these  initial  contact- 
phase  reactions,  but  is  required  for  subsequent 
steps.  In  the  presence  of  calcium,  factor  XIa 
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activates  factor  IX  (Christmas  factor).  The  activat- 
ed factor  IXa  then  forms  a complex  with  calcium, 
phospholipid  (PL)  and  factor  VIII  (antihemophilic 
factor-AHF)  and  activates  factor  X. 

factor  XIa 

factor  IX  > > > >factor  IXa^ 

factor  IXa-PL-Ca-t-i-factor  VIII 
factor  X >>>>>>>>>>>>>>  > >factor  Xas 

In  this  complex,  factor  VIII  probably  acts  as  a 
cofactor  rather  than  as  an  enzyme,  and  its  activity 
is  greatly  enhanced  by  the  action  of  trace  amounts 
of  thrombin. 9 

The  Extrinsic  Pathway 

When  a small  amount  of  tissue  factor  is  added  to 
plasma,  in  the  presence  of  calcium,  clotting  is 
accelerated.  Tissue  factor,  a lipoprotein  found  in 
tissues  throughout  the  body  is  especially  rich  in 
brain,  lung  and  placenta.  In  the  presence  of 
calcium  it  interacts  with  factor  VII  to  form  a 
complex  which  activates  factor  X. 

tissue  factor-factor  Vll-Ca-i-t- 
factor  X >->>>>>>>  > >factor  Xai  ° 

The  Common  Pathway 

Factor  Xa,  generated  by  either  the  intrinsic  or 
extrinsic  pathway,  complexes  with  phospholipid, 
calcium  and  factor  V (proaccelerin)  in  a manner 
analogous  to  that  of  factor  IXa  and  proceeds  to 
convert  prothrombin  to  thrombin. 

factor  Xa-PL-Ca-t-t--factor  V 
prothrombin  >>>>>>>>>  >thrombim  i 

Factor  V,  which  acts  as  a cofactor  rather  than  an 
enzyme,  is  also  enhanced  by  the  action  of  throm- 
bin. Thrombin  converts  fibrinogen  to  fibrin,  re- 
leasing two  small  fibrinopeptides,  A and  B. 

fibrinogen-^^^fibrin  monomer 

+ fibrinopeptides  A and  Bi  2 

The  fibrin  monomers  spontaneously  aggregate  to 
form  a visible  clot.  They  are  finally  covalently 
crosslinked  to  form  a stable  clot  by  the  action  of 
factor  XIII  (fibrin  stabilizing  factor).  In  this 
reaction,  factor  XIII  requires  prior  activation  by 
thrombin. 

fibrin  monomers  > > >->  >->fibrin  polymer 
thrombin 

factor  XII  !>>>>>  >factor  XII  lai  3 
factor  XI I la 

fibrin  polymer  >■>>>>  >crosslinked  fibrini^ 


The  intrinsic  and  the  extrinsic  pathways  are, 
therefore,  intimately  linked  together  by  the  com- 
mon pathway.  There  is  also  evidence  that  the 
activity  of  factor  VII  in  the  extrinsic  pathway  is 
enhanced  by  the  action  of  kallikreini  5 and  perhaps 
also  by  activated  factor  XII  or  its  fragments 
(Hageman  factor  fragments)  and  factor  IXaie 
generated  in  the  intrinsic  pathway. 

LABORATORY  SCREENING  TESTS 

Screening  tests  are  available  to  assess  the  integri- 
ty of  the  two  pathways  (Figure  1).  The  integrity  of 
the  intrinsic  pathway  is  assessed  by  the  partial 
thromboplastin  time  (PTT).i7  |n  this  test,  blood  is 
collected  in  citrate  in  order  to  remove  calcium  and 
prevent  clotting.  The  citrated  plasma  is  first  incu- 
bated with  an  excess  of  agents  such  as  kaolin,  celite 
or  ellagic  acid  for  optimal  activation  of  the  initial 
contact  phase  reactions  of  the  intrinsic  pathway. 
The  mixture  is  recalcified  in  the  presence  of  an 
optimal  amount  of  phospholipid,  and  the  time  for 
clotting  to  occur  is  measured.  Although  clotting 
usually  occurs  within  approximately  40  seconds, 
variations  of  reagents  and  techniques  result  in 
ranges  of  normal  that  must  be  established  locally. 

The  integrity  of  the  extrinsic  pathway  is  tested 
by  Quick's  one-stage  prothrombin  time  (PT),is 
in  which  tissue  factor  and  calcium  are  added  to  the 
citrated  plasma.  Clotting  usually  occurs  in  12-13 
seconds. 

An  abnormal  PT  with  normal  PTT  indicates  a 
functional  defect  in  the  extrinsic  pathway,  whereas 
an  abnormal  PTT  with  a normal  PT  suggest 
functional  defect(s)  in  the  intrinsic  pathway.  When 
both  the  PT  and  PTT  are  prolonged,  functional 
defect(s)  of  one  or  more  factors  along  the  common 
pathway  and  the  separate  pathways  should  be 
suspected  (Figure  T). 

The  presence  of  factor  XIII  is  not  required  for 
either  PTT  or  PT.  Clinically,  1%  or  more  of  this 
factor  is  sufficient  for  clot  stabilization  to  prevent 
delayed  bleeding.  Such  a stabilized  clot  is  insoluble 
in  1%  nonochloracetic  acid  or  5M  urea.i^  Labora- 
tory screening  tests  for  factor  XIII  are,  therefore, 
done  by  incubating  a formed  clot  in  these  agents. 

Causes  of  Abnormal  Clotting  Tests 

A clotting  test  abnormaility  indicates  either  a 
functional  deficiency  of  clotting  factor(s)  or  the 
presence  of  inhibitors  directed  against  the  factor(s) 
along  the  tested  pathways.  Functional  deficiency 
involves  either  single  or  multiple  clotting  factors. 
Single  factor  deficiency  is  more  suggestive  of 
inherited  disorders,  whereas  multiple  factor  defi- 
ciencies are  most  frequently  acquired  defects 
(Table  1).  When  single  factor  deficiency  occurs,  the 
PTT  or  PT  is  prolonged  only  if  the  factor  is  less 
than  25%  to  30%  activity  (0.25-0.30  units/ml). 
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Laboratory  Diagnosis  of 
Inherited  Coagulation  Disorders 

Patients  with  mild  inherited  coagulation  defects 
may  not  bleed  excessively  until  a significant 
hemostatic  challenge  occurs.  Clinical  history,  there- 
fore, may  be  misleading.  A definitive  diagnosis 
requires  the  availability  of  specific  factor  assays. 
The  assay  system  for  factors  in  the  intrinsic 
pathway  is  usually  a modification  of  the  PTT. 
Plasma  with  a specific  factor  deficiency  has  a 
prolonged  PTT  which  could  be  corrected  to  vary- 
ing degrees  by  the  addition  of  different  dilutions  of 
normal  pooled  plasma.  It  is  possible  to  construct  a 
standard  curve  relating  the  concentration  of  nor- 
mal pooled  plasma  that  is  added,  to  the  resulting 
clotting  time.  The  unknown  plasma  is  tested  in  the 
same  system,  substituting  for  the  normal  pooled 
plasma.  The  relative  titer  of  the  factor  concerned 
could  be  obtained  from  the  standard  curve. 

Factors  along  the  extrinsic  pathway  and  the 
common  pathway  (except  for  fibrinogen  and  fac- 
tor XIII)  are  similarly  assayed  using  modified  PT 
systems.  The  PT  and  PTT  clotting  times  are  not 
prolonged  until  the  fibrinogen  level  is  less  than  100 
mg/dl.  The  concentration  of  fibrinogen  is  best 
assayed  by  adding  excess  thrombin  to  plasma  to 
form  a clot,  which  is  then  washed  and  assayed 
chemically  or  gravimetrically.2 o The  screening  for 
factor  XIII  has  been  discussed  in  previous  sections. 

Except  for  hemophilia,  inherited  factor  deficien- 
cies are  relatively  rare  (Table  2).  Most  of  the 
inherited  coagulation  disorders  are  inherited  in  an 
autosomal  recessive  manner.  Classic  hemophilia 
(functional  factor  VIII  deficiency  - hemophilia  A) 
and  Christmas  disease  (functional  factor  IX  defi- 
ciency-hemophilia B)  are  X-linked  disorders, 
whereas  von  Willebrand's  disease  is  usually  an 
autosomal  dominant  disorder. 

Both  classic  hemophilia  and  von  Willebrand's 
disease  are  characterized  by  the  functional  (pro- 
coagulant) deficiency  of  factor  VIII.  Apart  from 
the  different  modes  of  inheritance,  the  two  dis- 
orders could  be  further  differentiated  as  outlined 
in  Table  3.  Factor  VIII  is  a multifunctional 
macromolecular  glycoprotein.  It  supports  clotting 
(procoagulant  activity)  in  the  intrinsic  pathway, 
and  is  precipitated  by  specific  rabbit  or  goat 
antiserums  against  factor  VIII  (factor  VI I Mike 
antigen).  It  is  also  required  for  proper  platelet 
functions;  it  supports  the  in  vivo  adhesion  of 
platelets  to  damaged  endothelium  (failure  of  which 
results  in  prolonged  bleeding  time),  the  in  vitro 
retention  of  platelets  in  a glass  bead  column,  and 
the  aggregation  of  platelets  induced  by  ristocetin. 
The  patients  with  classic  hemophilia  synthesize  a 
normal  amount  of  the  factor  VIII  molecule,  but  it 
is  defective  in  procoagulant  function.  The  von 


Willebrand's  disease  patient  produces  a decreased 
amount  of  the  functional  molecule,  thus  account- 
ing for  the  different  characteristics  outlined  in 
Table  3.2 1 

The  cause  of  the  disproportional  and  prolonged 
rise  of  factor  VIII  procoagulant  activity  in  von 
Willebrand's  disease  patients  following  infusion  of 
blood  products  rich  in  factor  VIII  has  not  been 
identified.  The  increasing  complexity  of  the  von 
Willebrand's  syndrome  is  now  recognized,  and 
variants  with  characteristics  departing  from  the 
usual  pattern  have  been  described. 21  Patients  with 
functional  deficiency  of  factor  XII,  prekallikrein, 
and  HMW-kininogen  have  greatly  prolonged  PTT, 
but  they  have  no  bleeding  diathesis,  e 

Recently,  a new  abnormality,  Passovoy  factor 
deficiency,  with  moderate  bleeding  diathesis,  mod- 
erately prolonged  PTT,  and  apparently  autosomal 
dominant  inheritance  was  described. 2 2 a new 
component  of  the  coagulation  system  was  thought 
to  be  missing,  but  its  characteristics  have  not  been 
established. 

ACQUIRED  COAGULATION  DISORDERS 

Defining  acquired  coagulation  disorders  requires 
a careful  clinical  assessment.  The  most  common 
acquired  disorders  are  seen  in  patients  with  paren- 
chymal liver  disease  or  vitamin  K deficiency. 
Vitamin  K is  required  for  the  hepatic  synthesis  of 
functional  prothrombin  and  factors  VII,  IX,  and 
X. 2 3,24  A reduced  intake,  with  the  absence  of  gut 
flora  which  synthesizes  vitamin  K,  is  a common 
cause  of  vitamin  K deficiency  in  neonates.  Similar 
situations  are  found  in  adult  patients  who  are  on 
no  oral  intake,  and  who  have  been  treated  with 
antibiotics,  as  are  commonly  encountered  in  the 
hospital,  especially  in  the  setting  of  intensive  care 
units.  The  absorption  of  vitamin  K is  intimately 
related  to  fat  absorption;  thus,  malabsorption 
syndromes  and  obstructive  jaundice  are  accompan- 
ied by  vitamin  K deficiency.  A common  cause, 
however,  is  the  ingestion  of  vitamin  K antagonists, 
the  coumarin-like  drugs. 

The  liver  synthesizes  the  vitamin  K dependent 
factors,  fibrinogen,  factors  V,  XI,  XII,  and  possibly 
prekallikrein,  and  HMW-kininogen. 2 5 |n  the  pre- 
sence of  liver  disease,  some  or  all  of  these 
functional  factors  may  be  decreased,  but  not 
necessarily  to  the  same  degree.  One  factor  that  is 
decreased  early  is  factor  V.  When  the  differentia- 
tion between  parenchymal  liver  disease  and  vitamin 
K deficiency  is  unclear,  the  assay  of  factor  V may 
be  helpful.  Generally,  however,  the  presence  of  the 
appropriate  clinical  situation  and  prolonged  PT  and 
PTT  are  sufficient  for  therapeutic  decision  without 
further  resort  to  factor  assays. 

continued  on  page  48 
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In  Edema*  or  Hypertension*  when 
potassium  balance  is  a concern... 

Potassium-Sparins 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense 

In  Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
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WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K'*'  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thicizides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 


Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K'*'  frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesicis,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 
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♦This  drug  has  been  classified  probably'  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl  ’ 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  ol  this  drug  by  the  National  Academy  o( 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classihed  the  following  indications  as  “prob- 
ably " etlective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION  OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  ot  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ol  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostafic  hypertrophy  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  ol  producing  a paralytic  ileus  and  the  use  ol 
thisdrug  may  precipifafe  or  aggravate  the  serious  complication  ot 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  ol  the  drug  in  the  presence  of  complication  of 
biliary  tracf  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient  s response.  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia,  palpitations; 
mydriasis,  cycloplegia,  increased  ocular  tension,  loss  ot  taste, 
headache,  nervousness;  drowsiness,  weakness;  dizziness,  insom- 
nia, nausea,  vomiting,  impotence,  suppression  of  lactation,  con- 
stipation, bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations;  some  degree  ot  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  ol 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

UsusI  Dosage  Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoontuls  syrup  three  or  four  times  daily  Children 
1 capsule  or  teaspoontui  syrup  three  or  four  times  daily  Infants  V; 
teaspoonful  syrup  three  or  tour  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg  Adults  1 tablet  three  or  tour 
times  daily  Bentyl  Injection  Adults  2 ml  (20  mg)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October.  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC  , Swiltwater.  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc . Cincinnati. 
Ohio  45215,  USA 


Merrell 

MfRRELL  NATIONAL  LABORATORIES 
0'vis<OF>  ol  R>cT>a'dso'>  Me"eii  loc 
Cioc.noair  O-04S?i5  USA 


Conscription  For  Doctors 

The  Wall  Street  Journal 

If  a United  States  Senator  proposed  to  conscript  all 
doctors  and  nurses,  subjecting  them  permanently  to  Army 
pay  and  Army  discipline,  we  assume  a few  eyebrows  would 
be  raised.  What  national  purpose  is  of  such  overriding 
importance  as  to  justify  that  treatment  for  a whole  class  of 
professional  workers? 

Senator  Kennedy  has  not  quite  proposed  conscription. 
But  his  latest  national  health  scheme  does  not  fall  so  far 
short  of  that.  The  government  would  “negotiate”— read  it 
"dictate"— the  fees  doctors  and  hospitals  could  charge. 
There  would  be  a ceiling  on  total  health  care  spending.  In 
effect,  the  health  care  industry  would  finally  come  under 
the  total  control  of  the  federal  government. 

We  find  it  interesting  that  this  plan  for  economic 
dictatorship  over  a selected  group  of  Americans  wins  such 
hearty  approval  from  other  groups  that  jealously  defend 
their  own  economic  prerogatives.  The  UAW,  which  wants 
the  government  to  "stay  the  hell  out"  of  its  negotiations 
with  the  auto  industry  this  summer,  thinks  the  Kennedy 
plan  is  just  fine.  So  does  the  AFL-CIO,  which  has  just 
brought  suit  against  President  Carter's  wage  controllers.  We 
hear  no  cries  of  protest  from  the  American  Civil  Liberties 
Union  or  "civil  rights"  groups. 

The  rationale  offered  for  this  ruthless  attitude  towards 
medical  workers  is  that  health  care  is  different  from  other 
economic  endeavors.  It  is  a "right"  which  the  state  must 
guarantee  its  citizens.  And  the  only  way  the  state  can 
guarantee  this  right  is  through  absolute  control  of  the 
health  care  industry. 

That  is  a very  facile  notion  and  it  plays  extremely  well 
from  the  political  stump,  where  Senator  Kennedy  has  been 
playing  it  for  all  it's  worth.  But  it  doesn't  stand  up  well  to 
critical  analysis.  There  are  several  things  more  immediately 
vital  to  human  survival  than  medical  care— food  and  shelter, 
for  example.  But  we  do  not  hear  demands  that  the  food 
and  housing  industries  be  nationalized. 

And  even  if  we  assume  that  medical  care  is  somehow 
different  from  other  important  goods  and  services  what 
reason  is  there  to  believe  that  nationalization  will  improve 
its  availability  or  lower  its  cost?  The  evidence  indicates 
otherwise.  Canada's  provincial  health  systems,  which  Sena- 
tor Kennedy  touts  as  "free"  health  care,  have  not  reduced 
health  care  costs  to  Canadians  appreciably  from  those  U.S. 
citizens  pay.  Britain,  a poorer  country  that  has  tried  to 
scrimp  on  national  health  to  prevent  it  from  bankrupting 
the  government,  has  exacted  another  price  from  its  citizens 
in  the  form  of  long  queues  for  medical  care,  crumbling 
medical  facilities  and  a flight  of  the  most  able  doctors  to 
more  hospitable  shores.  People  who  want  good  service  and 
can  afford  it  are  returning  to  private  care,  which  at  least  is 
premitted  in  Britain. 

The  Kennedy  health  plan  would  threaten  the  U.S.  with 
much  the  same  thing.  The  human  element,  so  crucial  to 
medical  practice  and  so  grossly  neglected  in  technocratic 
schemes,  is  subverted  by  political  considerations.  The  only 
hope  Mr.  Kennedy  has  for  containing  the  costs  of  his  plan  is 
through  rigid  economic  controls.  Even  at  that  it  would  add 
more  billions  to  the  swollen,  inflationary  federal  deficit. 
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St  Louis  Encephalitis 

Threatened  By  Rainfall 


Notice  From  The  Alabama 
Department  of  Public  Health 

Spring  flooding  tends  to  increase  the  mosquito  popula- 
tion during  the  summer  and  fall  months.  Alabama  Depart- 
ment of  Public  Health  officials  are  concerned  that  the 
heavy  rains  which  plagued  Alabama  during  the  Spring 
months  will  result  in  a larger  than  usual  mosquito  popula- 
tion and  increase  incidence  of  St.  Louis  Encephalitis. 

St.  Louis  Encephalitis  is  caused  by  a mosquito-borne 
group  B arbovirus.  Man  is  felt  to  be  an  incidental  host  and 
the  demonstrated  reservoir  has  been  found  to  be  birds. 
However,  the  presence  of  reservoirs  of  St.  Louis  Encephali- 
tis virus  infection  in  other  warm-blooded  animals  has  not 
yet  been  ruled  out.  The  vector  is  the  Culex  mosquito, 
which  is  an  evening-biting  mosquito  with  wide  distribution 
throughout  the  State. 

Infection  with  St.  Louis  Encephalitis  virus  can  cause  a 
wide  spectrum  of  clinical  symptoms.  The  disease  can  vary 
from  extremely  mild  to  fatal.  The  disease  is  more  severe  in 
the  elderly,  with  the  majority  of  cases  occurring  in  those 
over  the  age  of  50.  The  mortality  rate  in  those  over  the  age 
of  50  who  develop  symptoms  of  encephalitis  is  believed  to 
be  approximately  20  to  25%. 

Common  presenting  signs  and  symptoms  include  fever, 
headache  and  abnormalities  of  the  central  nervous  system 
such  as  disorientation,  tremors,  ataxia,  paralysis,  or  coma. 
Nausea,  vomiting  and  nuchal  rigidity  are  also  commonly 
seen.  The  presenting  picture  may  sometimes  be  that  of  an 
aseptic  meningitis,  particularly  in  the  younger  patients. 

In  addition,  approximately  25%  of  cases  present  with 
urinary  tract  symptoms  either  prior  to  or  concomitant  with 
the  encephalitis  picture.  Because  of  the  central  nervous 
system  symptoms,  St.  Louis  Encephalitis  is  often  confused 
with  other  neurological  entities  such  as  cerebrovascular 
accidents  or  delirium  tremens.  Examination  of  the  spinal 
fluid  is  often  extremely  helpful  in  making  the  diagnosis. 
Spinal  fluid  examination  usually  reveals  a moderate  pleocy- 
tosis, 10  to  500  cells,  predominantly  lymphocytes.  The 
C.S.F.  sugar  is  usually  normal  and  the  protein  may  be 
normal  or  mildly  elevated. 


Definitive  diagnosis  is  made  by  demonstrating  a four-fold 
or  greater  rise  in  antibody  titers.  However,  high  titers  in  the 
acute  serum  often  occur  and  can  be  grounds  for  a strong 
presumptive  diagnosis.  Blood  for  acute  titers  should  be 
drawn  as  soon  as  the  patient  is  seen.  It  should  be 
immediately  forwarded  to  the  State  Laboratory  so  that 
virus  titers  can  be  performed. 

Follow-up  convalescent  titers  should  be  performed  at 
two  weeks  and  again  at  one  month  of  six  weeks.  The 
importance  of  these  convalescent  titers  cannot  be  overem- 
phasized, since  it  is  only  by  knowing  where  cases  occur  that 
effective  mosquito  control  programs  can  be  planned. 

Treatment  of  St.  Louis  Encephalitis  consists  of  support- 
ive care  and  may  require  extensive  respiratory  therapy 
support.  Although  there  is  no  known  cure,’ those  who 
recover  spontaneously  usually  have  no  apparent  neurolog- 
ical sequelae. 

Control  of  the  disease  is  best  accomplished  by  control  of 
the  mosquito  vector.  While  adulticiding  (whether  by  aerial 
spary  or  ground  spary)  has  some  effect,  the  most  effective 
means  of  control  of  Culex  mosquitoes  is  through  larvicid- 
ing.  Prevention  of  mosquito  breeding  is  accomplished  by 
elimination  of  stagnant  water  pools.  Common  breeding  sites 
are  often  found  in  old  ties,  tin  cans,  at  the  base  of 
down-spouts,  in  bird  baths  and  in  fish  ponds. 

Elimination  of  such  objects,  where  feasible,  will  greatly 
reduce  the  mosquito  population.  Bird  baths  should  be 
emptied  and  cleaned  twice  per  week  and  breeding  in  fish 
ponds  may  be  greatly  reduced  by  stocking  the  ponds  with 
mosquito-eating  fish  such  as  the  gambusia  minnow.  Water- 
ing pans  for  pets  should  be  emptied  daily.  Where  stagnant 
water  pools  cannot  be  eliminated,  a thin  covering  of  No.  2 
fuel  oil  with  a surfactant  may  greatly  reduce  the  develop- 
ment of  the  larvae.  Removal  of  thick  brush  around  drainage 
ditches  and  other  water  pools  may  help  in  eliminating 
resting  sites  for  adults  and,  therefore,  may  have  some  effect 
in  reducing  mosquito  population. 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 

IN  ALABAMA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mary  N.  Adams 
Beltone  Hearing  Aid  Service 
315A  South  Sage  Avenue 
Mobile,  Alabama  36606 
205-479-9409 


K.  Louis  Azar 

Beltone  Hearing  Aid  Service 
302  Clinton  Avenue,  East 
Huntsville,  Alabama  35801 
205-533-3434 


M.  Guillot,  Jr.  8n  J.  Perkins 
Beltone  Hearing  Aid  Service 
1201  E.  South  Blvd. 
Montgomery,  Alabama  36116 
205-281-5070 


Ronald  D.  Lenox 
Beltone  Hearing  Aid  Center 
1810  Montgomery  Hwy.  Suite  17 
Dothan,  Alabama  36303 
205-794-3432  205-794-2233 


John  T.  McGaha 
Beltone  Hearing  Aid  Service 
2425  N.  Broad  Street 
Selma,  Alabama  36701 
205-875-7911 


Chester  H.  Partin 
Beltone  Hearing  Aid  Service 
504  Woodward  Avenue 
Muscle  Shoals,  Alabama  35601 
205-381-4110 

Beltone  Hearing  Aid  Service 
1311  6th  Avenue,  S.E. 

Decatur,  Alabama  35601 
205-350-2474 


A.  L Pattillo,  Jr. 

Beltone  Hearing  Aid  Center 
825  22nd  Street,  So. 
Birmingham,  Alabama  35205 
205-323-4271 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


Saluron  • Salutensin  • Salutensin- 

hydrof lumSthiOZidG  50 mQ  ) S0mg./re$erpine0.125mg.)  (hydroflumethiazide  25mg./reserpine  0.125 mg.) 

I r .1  r Demi 

the  family  or 

antihypertensives 

completing  the 

therapeutic  pyramid 


Cost 

According  too  recent  study/  Salutensin®  (hydroflumethiazide 
50  mg./reserpine  0.125  mg.)  was  the  most  economical 
"step  two"  therapy... about  ^the  cost  of  a day's  supply  of 
thiazide  + methyidopa  or  thiazide  + propranolol.^ 


Dosage  titration 

Salutensin  contains  the  recommended  effective  doses 
of  both  its  components,  requiring  minimal  titration. 


dosage  titration 


Duration  of  action 

Salutensin  contains  Saluron  (hydroflumethiazide), 
an  intermediate-acting  thiazide  diuretic,  which 
works  over  an  18-24  hour  period,  ideal  for 
once-daily  therapy. 


Compliance 

The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/vasoconstrictim 

At  the  foundation  of  "step  two"  hypertension 
therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
achieved  with  the  combination  tablet 
Salutensin  one  day  at  a time. 


duration  OF  ACTVOM 


I 


El  CO 


i 


References:  1.  Finnerty,  F.A.  et  al.:  Step  2 Regimens 
in  Hypertension,  J.A.M.A.  241:579,  1979. 

2.  Red  Book  1979. 


BRISTOL 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


[Copyright  (©1979  by  Bristol  Laboratories 


For  a summary  of  prescribing  information, 
please  see  following  page. 


Saluroir 

(hydroflumethiozideSOmg.) 

Salutensin* 

(hydroflumethiozide  SOmg./reserpine  0.125 mg.) 

Salutensin-Demi  A 

(hydroflumethiazide  25mg./reserpine  0.125mg.)  //  \ 

Structured  for  the  /t\ 
long  run  in"step  two” 
hypertension 

Saluron® (hydroflumethiazide)  5 20  75 

For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS;  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiation  occurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 

PRECAUTIONS:  Periodic  determinotion  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are;  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  except  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather:  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia IS  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions:  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  reactions:  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions:  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction:  Orthostatic  hypotension  may  cxrcur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED;  Saluron  (hydroflumethiazide  50  mg.):  Bottles  of  100. 

Salutensin®*  Salutensin-Demi™  (12)10/27,78 

(hydroflumethiazide,  reserpine  anti  hypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  warrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  ond  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discontinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemio  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine:  Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b i d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.1 25 
mg.):  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mg.,  reserpine  0.1 25  mg.): 

Bottles  of  100. 
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Sometimes  it  pays 
^ to  be  sick. 


A patient  with  duplicate  health  insurance  coverage 
can  often  collect  more  on  a claim  than  he  actually 
owes.  This  is  one  of  the  factors  contributing  to 
the  rising  cost  of  health  care,  because  that  extra 
money  is  coming  out  of  all  your  patients’  pockets 
in  the  fonn  of  higher  and  higher  premiums. 

That  puts  you,  as  a doctor,  and  us  at  Blue 
Cross  in  the  same  boat.  \\T  need  to  work  t(^gether 
to  stop  these  duplicate  payments. 

Our  professional  relations  representatives  are 
available  to  work  with  you  and  your  office  staff 
on  ways  to  eliminate  payment  by  more  than  one 
health  insurance  coverage.  Tlrey  can  also  offer 
suggestions  on  other  ways  we  can  help  hold  down 
health  care  costs. 

If  we  can  keej)  people  from  profiting  from  an 
illness,  being  healthy  will  be  easier  to  afford. 


TABLE  1 

CAUSES  OF  ABNORMAL  CLOTTING  TIMES 

1.  Functional  deficiency  of  factor(s) 

Single  vs.  multiple 
Hereditory  vs.  acquired 

2.  Inhibitor  (circulating  anticoagulants) 

Iatrogenic:  heparinemia 
Inherent:  acquired  disease  process 


TABLE  2 

INHERITED  FACTOR  DEFICIENCIES 


PATHWAY 

FACTOR 

MODE  OF 
INHERITANCE^ 

FREQUENCY 
PER  MILLION 

PTb 

prrb 

Extrinsic 

VII  (Proconvertin) 

AR 

<0.5 

t 

N 

Intrinsic 

XII  (Hageman  factor) 

AR 

<0.5 

N 

f 

Prekail ikrein  (Fletcher 
factor) 

AR 

<0.5 

N 

f 

HMW-Kininogen  (Fitzgerald 
factor) 

AR 

<0.5 

N 

t 

XI  (Plasma  Thromboplastin 
Antecedent) 

AR 

-1 

N 

+ 

IX  (Christmas  factor) 

X-linked 

15-20 

N 

f 

VIII  (Antihemophilic 
factor) 

X- I inked 

60-80 

N 

i 

von  Willebrand's  disease 

AD 

5-10 

N 

f 

Common 

I (Fibrinogen) 

AR 

<0.5 

t 

t 

II  (Prothrombin) 

AR 

<0.5 

f 

+ 

V (Proaccelerin) 

AR 

<0.5 

+ 

f 

X (Stuart  factor) 

AR 

<0.5 

+ 

t 

XIII  (Fibrin  stabilizing 
factor) 

AR 

<0.5 

N 

N 

^AR  - autosomal  recessive 
AD  - autosomal  dominant 

^ t - prolonged  clotting  time 
N - normal  clotting  time 

continued  from  page  37 

DISSEMINATED  INTRAVASCULAR  CLOTTING 
(DIC) 

In  this  acquired  disorder,  the  clotting  mechan- 
isms are  activated  with  the  activation  of  several 
other  endogenous  enzyme  systems,  including  the 
fibrinolytic  system. 2 6 The  generation  of  enzymes 
such  as  thrombin  and  plasmin  results  in  the 
increased  turnover  rate  of  hemostatic  components 
such  as  platelets,  fibrinogen,  prothrombin,  factor 
V,  factor  VIII,  and  factor  XIII.  Fibrin-fibrinogen 
breakdown  products  (fibrin  degradation  products - 
FDP)  capable  of  interfering  with  effective  clotting 
are  also  generated  by  plasmin  action  on  fibrinogen 
and  fibrin. 27 


The  coagulation  pathways.  The  integrity  of  the  intrinsic  pathway  is 
assessed  by  the  partial  thromboplastin  time  (PTT),  and  that  of 
extrinsic  pathway,  prothrombin  time  (PT). 


Depending  on  the  chronicity  of  the  process,  DIC 
may  be  acute  and  decompensated,  or  chronic  and 
compensated  with  accelerated  rate  of  factor 
synthesis  such  that  hypocoagulability  with  factor 
deficiency  are  not  evident  despite  the  presence  of 
increased  turnover  of  these  factors.  In  DIC,  de- 
pending on  the  delicate  balance  of  events,  both 
severe  bleeding  and  thrombosis  of  vessels  in  various 
organs  may  occur.  Common  laboratory  abnormali- 
ties of  acute  decompensated  DIC  include  throm- 
bocytopenia, red  cell  fragmentation  as  evident  on 
peripheral  blood  film,  and  prolongation  of  PT  and 
PTT.  The  presence  of  fibrin-fibrinogen  breakdown 
products  can  be  detected  by  their  ability  to  clump 
certain  strains  of  staphylococci,2s  or  immunolog- 
ically  by  the  hemagglutination  inhibition  test,2  9 or 
the  agglutination  of  antibody-coated  latex  part- 
icles.3o  A significant  amount  of  fibrin-fibrinogen 
breakdown  product  interferes  with  clotting  of 
plasma  by  thrombin.  Thrombin  clotting  time,  the 
clotting  time  of  plasma  following  the  addition  of 
diluted  thrombin,  becomes  prolonged.  This  test  is 
also  sensitive  to  reduction  of  fibrinogen,  seen  also 
in  decompensated  DIC.  The  excess  in  vivo  action 
of  thrombin  on  fibrinogen  results  in  the  formation 
of  soluble  fibrin  monomers  which  can  be  detected 
by  their  precipitation  in  the  presence  of 
protamine  sulfate.32  Such  fibrin  monomers  may 
also  precipitate  upon  prolonged  incubation  in  the 

cold  (cryofibrinogen).32 

Many  clinical  situations  could  result  in  this 
disorder  (Table  4).  Presence  of  these  clinical 
situations  in  the  face  of  bleeding  diathesis  should 
cause  the  physician  to  suspect  DIC.  Demonstration 
of  laboratory  abnormalities  will  confirm  the  im- 
pression; however,  not  all  laboratory  abnormalities 
need  to  be  present  to  make  the  diagnosis. 
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ACQUIRED  COAGULATION  DISORDERS 

DUE  TO  THE  PRESENCE  OF  INHIBITORS 

Clotting  abnormalities  due  to  clotting  factor 
deficiency  can  usually  be  corrected  by  adding  an 
equal  volume  of  normal  plasma  to  the  patient's 
plasma.  Such  correction  will  not  ooccur,  however, 
if  an  inhibitor  is  present.  "Mixing"  tests  are  simple 
screening  procedures  for  the  detection  of  inhibi- 
tors, and  further  maneuvers  may  identify  their 
nature. 

Heparin  in  the  presence  of  plasma  antithrombin 
III,  is  a potent  inhibitor  of  thrombin,  factors  IXa, 
Xa,  XIa,  XI la,  and  kallikrein.33  its  presence  results 
in  the  prolongation  of  PT,  PTT,  and  thrombin 
clotting  time.  Heparin  as  a cause  of  clotting 
abnormalities  is  usually  apparent  clinically;  it  is 
confirmed  when  the  abnormalities  can  be  corrected 
by  prior  addition  to  the  plasma  of  a titrated 
amount  of  protamine  sulfate.  Reptilase,  an  enzyme 
from  a snake  venom,  unlike  thrombin,  converts 
fibrinogen  to  fibrin  even  in  the  presence  of 
heparin. 34  Thus,  an  abnormal  thrombin  clotting 
time  with  normal  reptilase  clotting  time  also 
suggests  the  presence  of  heparinemia. 

Inherent  inhibitors  may  be  directed  against 
specific  factors,  such  as  factor  VIII.  Inhibitors 
(antibodies)  against  factor  VIII  are  seen  in  hemo- 
philiacs who  have  been  transfused  with  blood 
products  rich  in  factor  VIII.  Inhibitors  against 
factor  VIII  may  rarely  be  seen  in  nonhemophiliacs, 
such  as  postpartum  women;  elderly  persons  with- 
out underlying  disease;  patients  with  certain  im- 
munological disorders,  such  as  lupus  erythematosus 
and  rheumatoid  arthritis;  and  patients  with  drug 
reactions,  such  as  those  involving  penicillin  or 
diphenylhydantoin.35,36  Specific  inhibitors 
against  other  clotting  factors  have  also  been  de- 
scribed. The  actions  of  such  inhibitors  often 
depend  on  time  and  temperature.  Precise  identifi- 
cation of  such  inhibitors  requires  a modification  of 
specific  factor  assays  on  incubated  mixtures  of 
patients'  and  normal  plasmas. 3 6 

Other  inherent  inhibitors  interfere  with  clotting 
by  interacting  with  the  activated  intermediate  or 
the  phospholipid  components  of  the  clotting  path- 
ways. Screening  PT,  PTT,  or  both  are  abnormal. 
The  abnormalities  of  PT  can  be  further  enhanced 
by  the  use  of  diluted  tissue  factor.  Specific  factor 
assays,  however,  usually  reveal  no  factor  deficien- 
cy. These  so-called  "lupus  type  inhibitors"  are  seen 
in  about  5%  of  patients  with  lupus  erythematosus, 
but  are  also  seen  in  a variety  of  other  immunol- 
ogically  or  nonimmunologically  related  dis- 
orders.37  Unless  accompanied  by  thrombocytope- 
nia or  true  factor  deficiency  (notably  prothrom- 
bin), the  presence  of  such  inhibitors  are  not 
accompanied  by  bleeding  diathesis. 


TABLE  3 

DIFFERENTIATION  OF  CLASSIC  HEMOPHILIA  FROM 
CLASSIC  VON  WILLEBRAND'S  DISEASE  (vWD) 


CLASSIC 

HEMOPHILIA 

CLASSIC 

vWD 

Factor  VIII  associated  properties 

Procogulant  activity 

4 

4 

Antigen 

N 

‘ 

•Support  of  washed  platelet  aggregation 
by  ristocetin 

N 

4 

Factor  VIII  related  platelet  functions 

Bleeding  time 

N 

t 

Platelet  retention  by  glass  bead  column 

N 

4 

Platelet  aggregation  by  ristocetin 

N 

4 

Post  transfusional  rise  in  procoagulant 
factor  VI 1 1 

proportional  to 
amount  infused 

disproportional 
and  prolonged  rise 

Inheritance 

X- 1 inked 

autosomal  dominant 

* Also  described  as  von  Willebrand  factor 

(vWF)  activity. 

t ; prolonged 
i ; decreased 

TABLE  4 

CAUSES  OF  DISSEMINATED  INTRAVASCULAR  CLOTTING 
ACUTE: 

1.  Entrance  into  blood  of  thromboplastic  material 
Obstetricial  complications  (amniotic  fluid  em- 
bolism, abruptio  placentae) 

Surgical  trauma 
Intravascular  hemolysis 
Promyelocytic  leukemia 

2.  Sepsis 

3.  Tissue  hypoxia  - shock 

4.  Antigen-antibody  reactions 

Anaphylaxis 

Immune  hemolysis 

Rejection  of  transplanted  organs 

5.  Miscellaneous 

Fat  embolism 

CHRONIC: 

1.  Malignant  diseases 
Z Cirrhosis 

3.  Cavernous  hemangioma 

4.  Obstetrical  complications  (retained  dead  fetus) 
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Thc'Alakcr 


Examining  a Few  Myths 
About  Prescribing. 


Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  exti’eme 
(rather  th^m  h^ical)  price  differentials  are  cited. Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications . 


MYTH:  There  are  no  dif- 
ferences in  quality  a?id  per- 
formance  between  bi'and- 
narne  products  and  their 
generic  counterparts.  The 
corollari'  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogi’,  qualiti>-conscious, 
T'esearch-based  companies 
and  those  made  by 
commodit}>-t\pe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generalh' 
excellent  drug  supph; 
Still,  it  has  nou  here  near 
the  resources  to  guaran- 
tee the  qualih'  and 
bioavailabilitx'  of  all 
marketed  products  at 
any  given  time.  Just  a fev\’ 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracy  cline  HCl  capsules 
which  met  official  mono- 
graph requirements  v\ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy dine  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


‘Matters. 


MYTH:  Generic  options  al- 
most alum's  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
onlv^  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  th  us 
saving consumej's  large 
sums  of  rnonc}’. 

FACT:  Market  data  show 
that  you  invariabh’ 
prescribe — and  pharma- 
cists dispense? — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a prov  en  brand  product. 
Savings  from  v oluntarv’ 
or  mandated  generic 
prescribing  are  grosslv’ 
exaggerated. 


ATYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
V erv’  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
vv  as  about  12  cents  in 
1967;  todav  it  is  about 
8 cents.  And  v ou  as  a 
Ph  ysician  are  most 
conscious  of  how  drug 
tlierapv'  can  cut  hos- 
pitalization, avert 
surge rv,  reduce  office 
visits  and  keep  patients 
on  the job. 


ATYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  nionei'. 

FACT:  Gov  eminent 
schemes  alvvav  s cost  the 
taxpav  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  vv  holesale  drug 
prices  sent  to  all  phv  si- 
cians  and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

W^e  believe  your  fi-eedom  to 
prescribe,  either  b\'  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogati\  es  and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  imihs  about  price 
and  etjuivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  e\  er: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therap\'  for  \'our  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


Dm. 

I’harniiiceufical  M;uiufacturers  Association 
11.55  Fifteenth  Street.  N.W. 

Washington,  D.C.  20005 


Classified  Advertising 

Classified  advertising  sells  for  $7.50  for  30  words  or  less  plus  20  cents  for  each  additional  word,  payable  in  advance.  Classified 
displays  sell  for  $10.00  per  column  inch.  Ad  box  numbers  can  be  substituted  for  formal  addresses  upon  request  at  a cost  of 
$2.00.  Copy  deadline  is  the  1st  of  the  month  preceding  issue  of  publication.  $end  copy  to:  Advertising  Manager,  JOURNAL, 
P.O.  Box  1900-C,  Montgomery,  Alabama  36104. 


ALABAMA;  Emergency  Physician:  Full  time,  $70,000  + per  year, 
fee  for  service,  group  health  insurance,  malpractice  paid,  funded 
continuing  education,  305  bed  regional  medical  center  plus  350  bed 
community  hospital  and  100  bed  community  hospital  with  inhouse 
and  outpatient  responsibility.  New  ED  facilities  with  interns  and 
residents  teaching.  Contact;  Medical  Director,  AL,  Emergency 
Department,  Physicians  Medical  Group,  P.A.,  P.O.  Box  9639, 
Marina  del  Rey,  CA  90291,,  Phone  (213)  822-1312. 


Outstanding  multi-hospital  emergency  group  has  excellent 
opportunities  available  in  Greenville,  Mississippi.  Fly  to  Mississippi, 
work  6-16  shifts,  spend  the  other  20  days  in  California.  Fee-for- 
service.  Malpractice  insurance  provided.  No  accounting,  billing,  or 
personnel  problems.  Contact:  Garland  Holloman,  M.D.,  Delta 


Medical  Center.  1400  E.  Union  Street,  Greenville,  Mississippi  38701 
(601)  378-3783  or  John  Stein,  897  MacArthur  Boulevard,  San 
Leandro,  California  94577  (415)  638-3979. 


PRIMARY  CARE  PHYSICIANS  wanted  to  locate  in  West  Central 
Alabama.  Rural  Health  Initiative  program  has  choice  of  several 
possible  sites  with  salaries  up  to  $40,000.  Some  communities  have 
established  clinics.  Other  communities  are  willing  to  build  to  suit 
physician.  Individual  or  group  practice  possible.  Salaries  for  all  staff 
guaranteed  until  practice  is  self-supporting.  Generous  fringe  bene- 
fits. Write  Health  Development  Corporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35401,  or  call  Frank  Cochran  COLLECT 
758-7445,  evening  hours  553-2198. 


After  specializing  in  the  treatment  of  alcoholism  % 

and  drug  addiction  for  17  years,  we  found  . . . 


if  there 
are  problems 

and  there 
is  dritiking... 
drinking 
inay  be  the 
only  Problem/ 


BOX  508  STATESBORO,  CA  30A58  (912)  75-4-6236 


Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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Physicians  Placement 

The  Meuical  Association  of  the  State  of  Alabama  maintains  the  Physicians’  Placement  as  a service  to  the  medical  profession  in 
the  state  of  Alabama.  Opportunities  for  practice  in  Alabama  will  be  published  and  will  be  distributed  to  physicians  making 
inquiry.  Physicians  wishing  to  establish  practice  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Association.  For 
further  information  write:  Mr.  Emmett  Wyatt,  Executive  Assistant,  MASA,  P.O.  Box  1900-C,  Montgomery,  Alabama  36104 
or  call  (205)  263-6441. 


LOCATIONS  WANTED  (Physicians  interested  in  locating  in  Alabama) 


FAMILY  PRACTICE/GENERAL  PRE- 
VENTATIVE MEDICINE:  Age  43;  Univer- 
sity of  Iowa,  1962;  American  Board  Certi- 
fied; seeking  practice  in  research,  industrial 
or  institutionally  based.  Available  June 
1979.  LW-16913. 

★ * * 

GENERAL  P R A C T I C E/ EME  RGEN  C Y 
MEDICINE:  Age  49;  University  of  Michi- 
gan, 1956;  American  Board  Eligible;  seeking 
practice  in  multi-specialty,  institutionally 
based  or  emergency  room.  Available  July 
1979.  LW-15119. 

GENERAL  P R A C T I C E / EME  RG  EN  C Y 
MEDICINE:  Age  37;  CEBU  Institute  of 

Medicine,  1968;  seeking  practice  in  partner- 
ship, solo,  industrial  or  emergency  room. 
Available  July  1979.  LW-14672. 

* * * 

GENERAL  PRACTICE/FAMILY  PRAC- 
TICE: Age  34;  Corns  University,  1978; 

seeking  practice  in  multi-specialty  group, 
partnership  or  school  health.  Available  July 
1979.  LW-16564. 

★ * ★ 

GASTROENTEROLOGY/INTERNAL 
MEDICINE:  Age  31;  UNC  School  of  Medi- 
cine, 1974;  American  Board  Certified ; seek- 
ing practice  in  single  specialty  group,  part- 
nership or  multi-specialty  group.  Available 
July  1979.  LW-17708. 

INTERNAL  MEDICINE:  Age  31;  Baylor 
College  of  Medicine,  1973;  American  Board 
Certified;  seeking  practice  in  single  specialty 
group,  multi-specialty  group,  industrial,  so- 
lo, partnership  or  school  health.  Available 
February  1981.  LVy-16401. 

* ★ * 

INTERNAL  MEDICINE;  Age  28;  Tulane 
University,  1976;  American  Board  Eligible; 
seeking  practice  solo,  partnership  or  single 
specialty  group.  Available  August  1979. 
LW-16164. 

★ * ★ 

INTERNAL  MEDICINE/ENDOCRINOLO- 
GY: Age  34;  Osmania  Medical  College, 

1969;  American  Board  Eligible;  seeking 
practice  in  multi-specialty  group,  institu- 
tionally based  or  single  specialty  group. 
Available  July  1979.  LW-15919. 

* * ★ 

INTERNAL  MEDICINE:  Age  30;  Duke 

University,  1975;  American  Board  Eligible; 
seeking  practice  in  single  specialty  group, 
administrative  or  industrial.  Available  July 
1979.  LW-14850. 

* ★ * 

OBSTETRICS  AND  GYNECOLOGY:  Age 
33;  Medical  College  of  Georgia,  1972;  Amer- 
ican Board  Eligible;  seeking  practice  in 
partnership,  single  specialty  group  or  multi- 
specialty group.  Available  June  1979. 
LW-15227. 


OBSTETRICS  AND  GYNECOLOGY;  Age 
32;  University  of  Tennessee,  1972;  Ameri- 
can Board  Eligible;  seeking  practice  in  part- 
nership, single  specialty  group  or  multi- 
specialty group.  Available  July  1979. 
LW-16037. 

* * * 

OPHTHALMOLOGY;  Age  32;  Kansas, 
1974;  American  Board  Eligible  in  1980; 
seeking  practice  in  partnership,  single  spe- 
cialty group  or  multi-specialty  group.  Avail- 
able July  1980.  LW-16895. 

* * * 

OPHTHALMOLOGY:  Age  31;  Tulane  Uni- 
versity, 1974;  American  Board  Eligible; 
seeking  practice  in  single  specialty  group, 
partnership  or  solo.  Available  August  1979. 
LW-11078. 

★ * 

OPHTHALMOLOGY;  Age  33;  Medical  Col- 
lege of  Georgia,  1973;  Americah  Board 
Certified;  seeking  practice  in  partnership, 
solo  or  single  specialty  group.  Available  July 
1979.  LW-15395. 

PHYSICIANS  WANTED  (Opportu 

PRIMARY  CARE  PH  YSI  C I AN— Wan  ted  to 
serve  as  Medical  Director  of  a Primary  Care 
Group  Practice.  Will  be  a Montgomery, 
Alabama  hospital  employee  with  the  oppor- 
tunity to  develop  the  ideal  Primary  Care 
Group  Practice.  Moving  expenses,  salary, 
other  fringe  benefits.  PW-030179. 

* * * 

INTERNIST — Excellent  opportunity  for 
association  with  a multi-specialty  clihic  in 
southeast  Alabama.  Excellent  fringe  benefits 
from  our  professional  corporation.  Quality 
schools  and  churches  in  the  city  with  good 
recreational  opportunities.  PW-09478. 

* * * 

FAMILY  PHYSICIAN— Opportunity  to 
establish  gratifying  practice  in  Southwest 
Alabama  commuhity  of  9,000  with  a trade 
area  of  25,000,  located  withih  minutes  of 
Mobile  and  Gulf  Beaches.  Associatiohs  with 
established  family  physiciah  possessing 
well-equipped  offices  available.  Invitation  to 
visit  with  expenses  paid  will  be  directed  to 
those  who  qualify.  PW-26. 

* * * 

GENERAL  PRACTICE  & O.B.— Oppor- 

tuhity  for  a general  practitioner  who  will 
deliver  babies.  67  bedhospital  is  accredited, 
now  has  150  deliveries  per  year.  Towh  is 
located  in  northwestern  section  of  the  state; 
population  5,000  plus  10,000  trade  area. 
Nice,  modern  office  space  available. 
PW-06179. 

OPPORTUNITIES  FOR 
GENERAL  PRACTITIONERS 
Town  of  1,000  population;  less  than  10,000 
trade  area  in  Central  Alabama;  nearest  large 


psychiatry/child  PSYCHIATRY:  Age 
35;  American  Board  Eligible;  seeking  prac- 
tice in  single  specialty  group,  partnership, 
multi-specialty  group  or  solo.  Available 
August  1979.  LW-15639. 

RADIOLOGY:  Age  32;  University  of  Ala- 
bama, 1973;  American  Board  Certified; 
seeking  practice  in  single  specialty  group, 
partnership  or  institutionally  based.  Avail- 
able July  1980.  LW-17661. 

* * * 

SURGERY,  GENERAL:  Age  31;  University 
of  Alabama,  1974;  American  Board  Eligible, 
1980;  seeking  practice  in  single  specialty 
group,  partnership  or  solo.  Available  August 
1980.  LW-18156. 

* * ★ 

SURGERY,  GENERAL:  Age  46;  Tufts  Uhi- 
versity,  1957;  American  Board  Certified; 
seeking  practice  in  partnership,  single  spe- 
cialty group  or  multi-specialty  group.  Avail- 
able July  1979.  LW-15954. 


nities  for  Practice) 

city  40  miles— population  of  200,000;  near- 
est hospital  20  miles;  last  physician  in  town 
died  12  years  ago;  equipped  three  room 
clinic  available  with  guaranteed  salary  or 
option  to  purchase;  principai  sources  of 
income  in  community  are  manufacturing, 
forestry  products,  and  farming;  4 churches, 
1 school;  recreational  activities  include  three 
area  lakes,  boating,  fishing  and  hunting. 
PW-09178. 

★ * * 

Town  of  1,000  population;  trade  area 
20,000  in  Southeast  Alabama;  nearest  large 
city  165,000  population  35  miles;  Principal 
sources  of  income  in  community  are  farm- 
ing and  lumber  industries;  2 churches,  2 
schools;  social  activities  include  service  clubs 
and  country  club.  Presently  all  medical 
services  at  the  family  practice  clinic  are 
provided  by  residents  of  the  family  practice 
residency  training  program  on  a rotation 
basis.  The  clinic  is  in  its  third  year  of 
operation.  The  city  is  seeking  a full  time 
physician  to  serve  as  director  of  the  clinic 
through  a grant  from  the  National  Health 
Service  Corps.  PW-02179. 

Town  of  2,500  population;  trade  area 
50,000;  North  Alabama;  one  semi-retired 
physician  in  town;  one  physician  died 
recently;  2 hospitals  in  town;  nearest  metro 
area  40  miles  with  785,000  population;  two 
offices  available  and  another  one  could  be 
constructed;  principal  sources  of  income  in 
community  are  agriculture  and  light  indus- 
try; 15  churches,  1 school,  2 kindergartens, 
1 day-care  center;  social  activities  include 
service  clubs,  and  golf  course.  PW-09378. 
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Auxiliary 


Developing  Our  Future  Today 


Mrs.  Eugene  H.  Bradley 
President,  A-MASA 


I will  let  you  in  on  a secret!  I am 
operating  on  the  premise  that  we  can 
make  excellent  auxiliary  officers  be- 
cause we  have  an  extra  amount  of 
patience,  determination,  dedication, 
capacity  to  love  and  the  inborn  desire 
to  serve  humanity. 

Of  course.  I'm  prejudiced!  With  this 
promise  in  mind,  let's  talk  about  de- 
veloping our  future-today.  This  begins 
with  self-development  and  it  will  be  an 
individual  thing  with  each  person  in 
this  room  today. 

This  subject  is  rather  like  a high 
powered  camera  that  has  a lens  which 
can  be  focused  on  a multitude  of  ways 
which  might  be  used  to  develop  our- 
selves as  auxilians.  I am  going  to  call 
the  lens  my  Clue.  And  I think  every 
one  is  looking  for  the  clue  to  Self- 
Development. 

In  searching  for  the  Clue,  the  first 
thing  that  we  must  develop  in  our- 
selves is  what  I call  Courage.  Believe 
me,  it  takes  courage  to  accept  an 
office  of  leadership  in  our  auxiliary. 
We  have  to  be  able  to  keep  a stiff 
upper  lip  some  times  when  people 
unmercifully  criticize  us  or  our  hus- 
band's profession.  We  need  courage  to 
talk  to  people  about  preventive  medi- 
cine. We  need  courage  to  try  to  ed- 
ucate people  to  accept  the  responsi- 
bility for  their  own  health. 

The  second  letter  of  the  word  Clue 
stands  for  Learning.  We  need  to  learn 
all  we  can  about  our  Auxiliary  and  its 
ideals.  We  need  to  know  about  the 
medical  profession  in  general  so  we 
can  intelligently  converse  with  others 
about  its  problems  and  solutions.  We 
need  to  attend  the  conferences  and 
workshops  that  are  available  to  us.  We 
need  to  learn  to  manage  our  time,  also. 
Four  important  words  come  to  my 
mind  when  I talk  about  managing  time 
and  they  are:  Priorities  (put  first 

things  first);  Procrastination  (don't  put 


off);  Perspective  (keep  your  vision 
straight-ahead  not  behind  you);  and 
Perspiration  (work  like  the  dickens  to 
do  the  first  three). 

The  next  letter  in  Clue  represents 
Understanding.  We  can't  stress  this 
enough.  I am  talking  about  under- 
standing ourselves  and  understanding 
our  fellow  auxilians.  In  understanding 
ourselves,  we  must  sit  down  with 
ourselves  and  analyze  our  conflicts, 
our  strengths  and  needs.  In  under- 
standing others,  I always  think  of  the 
Indian  prayer  which  says:  "Great 
Spirit,  grant  that  I may  not  criticize 
my  neighbor  until  I have  walked  a mile 
in  his  moccasins."  In  understanding 
others,  motivation  is  a key  word.  I 
recently  heard  a speaker  give  5 things 
which  motivate  people: 

To  believe  in  people 
To  listen  to  people 
To  let  people  make  their  own  de- 
cisions 

To  have  fun  with  people 
To  care  for  people 
These  are  good  motivators  and  are 
certainly  a vital  part  of  understanding 
others  as  well  as  understanding  our- 
selves better. 

The  last  letter  of  Clue  represents 
Enthusiasm.  Enthusiasm  is  just  as  con- 
tagious as  the  three-day  measles. 
Wilfred  T.  Grenfell  said:  "Real  joy 
comes  not  from  ease  or  riches  or  from 
the  praise  of  men,  but  from  doing 
something  worthwhile."  Happiness 
generates  enthusiasm.  We  should  be 
sold  on  our  Auxiliary  and  its  ideals. 
Our  enthusiasm  prompts  our  growth  as 
Officers  and  Leaders.  It  is  true  that 
with  this  enthusiasm  we  have  the  nerve 
to  reach  out  and  touch  the  lives  of 
others  so  we  will  have  a happier  and 
healthier  world  around  us. 

So  now  we  have  the  Clue  to  our 
Self-Development  as  Auxiliary  Lead- 
ers. C-Courage;  L-Learning;  U-Under- 
standing;  E-Enthusiasm.  This  is  not 


only  the  clue  to  our  self-development 
but  it  is  the  clue  to  our  success  as 
wives  of  Physicians  and  representatives 
of  the  Medical  Profession.  I think  I 
know  most  of  you  pretty  well  and  I 
know  that  if  I give  you  a Clue  to 
something,  nothing  will  stop  you 
then! 

Because  of  this,  I predict  a great 
year  ahead  of  us  for  AMASA  and  I 
also  predict  a warmth  in  the  Auxiliary 
as  a result  of  our  self-development  and 
the  joy  of  working  together  for  a 
happier  and  healthier  world.  By  devel- 
oping ourselves  through  service  to 
others  we  can  truly  begin  Developing 
Our  Future— Today. 

The  installation  of  new  officers  in 
the  Auxiliary  neither  marks  an  end  of 
the  organization  nor  does  it  mark  the 
beginning  of  the  organization.  It  is 
merely  a step  of  progress  for  the 
Auxiliary.  Our  Auxiliary  has  always 
had  good  leadership  and  we  have 
progressed.  Our  hope,  as  new  officers, 
is  that  we  will  continue  to  be  of 
assistance  to  the  Medical  Association. 
We  want  to  always  represent  our  hus- 
band's profession  by  serving  with  other 
physicians  wives  to  bring  information 
or  help  to  our  own  community  and  its 
needs. 

The  following  were  installed  with 
me  to  serve  the  year  1979-1980:  Presi- 
dent-Elect, Mrs.  0.  B.  Carr,  Jr.,  Syla- 
cauga;  First  Vice-President,  Mrs.  Rufus 
Lee,  Dothan;  Northwest  district  vice- 
president,  Mrs.  Ralph  Braund,  Shef- 
field; Northeast  district  vice-president, 
Mrs.  Andrew  Brown,  Gadsden;  South- 
west district  vice-president,  Mrs.  Clif- 
ford Pringle,  Jr.,  Mobile;  Southeast 
district  vice-president,  Mrs.  William 
Lazenby,  Opelika;  Recording  secre- 
tary, Mrs.  Wallace  Frierson,  Huntsville, 
and  Treasurer,  Mrs.  Robert  Estock, 
Birmingham. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age.  known 
hypersensitivity,  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/musole  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  aloohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  lor  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i.e,,  dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  IV . it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs. 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readmimster 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly, debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm  pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  ol  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg.  bottles  of  100  and  500, 
Tel-E-Dose“  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls.  2 ml,  boxes  of  10, 
Vials,  10  ml,  boxes  of  1,  Tel-E-Ject’  (disposable  syringes),  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  but  - 
ers,  and  1 5%  benzyl  alcohol  as  preservative 
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Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status. 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Effioacy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0.25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  / e , 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants. Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
oompanying  depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated) 
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